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ABSTRACT 
Nursing home resident choice in daily life is recognized as vital to resident 
quality of life and quality of care.  Advocacy and policy activities to promote 
resident choice abound, yet little research exists to guide nursing home staff in 
how to enable resident choice on a moment to moment basis.  Our three studies 
developed conceptual and practical tools to elucidate the factors, challenges, and 
behaviors involved in enabling resident choice.   
We first crafted a conceptual model, the “REAlizing Resident CHoice 
(REACH)” model, as described in the first paper.  The REACH model identifies 
the factors influencing staff efforts to enable resident choice and the broader 
contextual dimensions within which the resident-staff member relationship exists.  
The REACH model was developed through a literature review of 1,969 abstracts 
and expert opinion.       
The second study assessed 1) tensions nursing home staff members 
encounter when trying to enable resident choice and 2) resolutions employed in 
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the face of these tensions.  We conducted semi-structured, qualitative interviews 
with 26 staff participants in two Veterans Health Administration (VHA) 
Community Living Centers (i.e., nursing homes).  Participants highlighted intra-
personal, inter-personal, and organizational tensions that affected their resident 
choice enabling efforts.  Resolutions to these tensions focused on preventive 
practices, education, reinforcement, deliberation, collaboration, and leadership. 
A formative assessment tool, the “Supporting Choice Observational Tool 
(SCOT),” was developed in the third study.  The SCOT provides nursing home 
staff with detailed, non-graded feedback on how to offer and enable resident 
choice in-the-moment.  We created the SCOT using the following methodologies, 
in order: ethnographic observation, tool piloting, expert panel consultation, and a 
representational algorithm.  SCOT results can inform discussion amongst co-
workers and supervisors on how to advance their resident choice enabling 
efforts. 
These three studies address an important research gap.  They provide 
scientifically grounded concepts and tools to assist nursing home staff, 
researchers, and policy makers in advocating for and instituting resident choice.  
The REACH model can be used to frame future research, and future studies can 
be undertaken to validate the SCOT.  Findings from the second study could 
improve quality improvement initiatives targeting tensions and resolutions in 
enabling resident choice. 
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CHAPTER 1: INTRODUCTION 
Nursing home residence has been associated in the U.S. with 
compromised quality of care and, as an outcome, reduced quality of life. 
(National Research Council, 1986)   The nursing home culture change movement 
has emerged in the past two decades to redress this critical challenge to resident 
quality of life. (Rahman & Schnelle, 2008; White-Chu, Graves, Godfrey, Bonner, 
& Sloane, 2009)  Person-centered care is a key tenet of the culture change 
movement and centers on a psychosocial model of care as opposed to the 
traditional medical model of care.   
Realizing resident choice in nursing home daily life is a component of 
person-centered care that can assist in alleviating reduced quality of life.  Daily 
life choices on a moment by moment basis include self-determination in meals, 
recreation, mobility, sleep habits, and medical and personal care.  Nursing home 
staff supporting residents in even these small, everyday choices can improve 
resident quality of care (Colorado Foundation for Medical Care, 2006) and quality 
of life. (Cox, Kaeser, Montgomery, & Marion, 1991) 
Resident choice in daily life has also gained in perceived importance 
within the advocacy and policy realms.  The Pioneer Network, a central advocacy 
organization in nursing home culture change, has tackled in recent years the 
issues of resident choice vs. resident safety and optimal treatment planning for 
promoting resident choice. (Brush, Schoeneman, & Calkins, 2015; Crandall & 
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Harvath, 2012) The Veterans Health Administration (VHA) issued a national 
policy for its Community Living Centers (CLCs, i.e., nursing homes) that asserted 
resident choice as a key mission of CLC care. (Veterans Health Administration, 
2008)  The Minimum Data Set (MDS) has been adapted from version 2.0 to 3.0, 
now allowing nursing home residents to self-report their preferences for 
customary routine and activities and to self-report whether those preferences 
considered personally important are met in daily life. (Centers for Medicare and 
Medicaid, 2015)  Centers for Medicare and Medicaid Services (CMS) also 
recently posted a new Proposed Rule in July 2015 to reform long-term care 
facilities; resident choice plays a notable role in the suggested reforms, including 
allusion to choices in diet. (Office of the Federal Register, 2015) 
A gap exists between nursing home advocacy and policy efforts and 
nursing home practice, however.  Research to date has found deficiencies in 
staff enabling resident choice.  Two studies indicated staff do not offer residents 
choice during morning care some of to a majority of the time. (Schnelle, Bertrand, 
& Hurd, 2009; Simmons, Rahman, & Beuscher 2011)  So why, despite advocacy 
and political momentum, is nursing home staff promotion of daily resident choice 
sub-optimally achieved?   
The following three studies, in Chapters 2–4, examine the conceptual and 
practical challenges inherent in this question and offer conceptual and practical 
tools for surmounting these challenges.  Below we introduce the following: each 
Chapter’s research question, objective, methods, and key findings.  Then we 
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describe the shared larger objective, the theoretical background, and the juncture 
points of the three Chapters. 
Chapter 2 presents the first study, “REAlizing Resident CHoice (REACH): 
A Conceptual Model for Nursing Home Care.”  This study addressed the 
following research question: what are the factors that influence the realization of 
resident choice in daily life?  To date, realizing resident choice is conceptually 
underdeveloped (Jang, 1992; Kane et al., 1997; Welford, Murphy, Wallace, & 
Casey, 2010; Welford, Murphy, Rodgers, & Frauenlob, 2012); few related 
conceptual models exist, and those that exist do not factor in the dynamics or 
ecological context of the phenomenon.  Our objective was to fill the void left by 
this research gap with a new and sophisticated conceptual model.  Towards this 
end, we implemented a broad literature search strategy followed by a narrow 
article selection process; this allowed us to capture the full set of literature on this 
highly specialized topic while still erring on the side of specificity.  We reviewed 
1,969 peer-reviewed abstracts related to “choice”, “autonomy” or “preference” in 
the nursing home setting to develop the “REAlizing Resident Choice (REACH)” 
model.  Our internal team’s expert opinion informed the REACH model’s 
conceptualization as well.  The REACH model depicts the realization of resident 
choice in novel ways.  It acknowledges that the resident-staff member 
relationship lies at the epicenter of the resident choice care process.  It accounts 
for the primacy of fluid (i.e., in-the-moment dialogue) rather than static (i.e., 
negotiated care plans or “knowing the resident”) approaches to advancing 
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resident choice in daily life.  And it incorporates the multiple, interacting contexts 
that affect the resident choice care process by applying an ecological framework. 
Chapter 3 consists of the second study, “Promoting Resident Choice: A 
Nursing Home Staff Perspective on Tensions and Resolutions.”  The second 
study centered on a different research question: what are the tensions to 
realizing resident choice in daily life, and what resolutions to tensions exist?  
Studies have explored this question in nursing homes in countries other than the 
U.S. (Gjerberg, Hem, Forde, & Pedersen, 2013; Luff, Ellmers, Eyers, Young, & 
Arber, 2011; Sims-Gould, McLay, Feldman, Scott, & Robinovitch, 2014)  Studies 
within U.S. nursing homes have, however, only examined challenges in 
implementing culture change efforts, not resident choice specifically. (Robinson & 
Rosher, 2006; Scalzi, Evans, Barstow, & Hostvedt, 2006; Shield, Looze, Tyler, 
Lepore, & Miller, 2014; Sterns, Miller, & Allen, 2010)  Our second study seeks to 
answer this research question within the U.S. context and from the nursing home 
staff members’ perspective.  This was done by purposively sampling two VHA 
CLCs on the leading edge of implementing the Green House Model, a person-
centered care initiative within the nursing home field.  We conducted semi-
structured interviews at these CLCs with 26 staff members of varying positions: 
frontline staff, managerial staff, senior leaders, clinicians from varied disciplines, 
and support service staff.  A modified grounded theory approach guided data 
analysis.  The analysis identified several key tensions at the intra-personal, inter-
personal, and organizational levels.  Most salient were staff mental models within 
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the intra-personal level; staff conveyed a notable lack of clarity on how to realize 
resident choice when faced with varying tensions, especially the competing goal 
of resident medical and safety needs.  We also found a number of staff-employed 
resolutions to resident choice-related tensions, i.e., preventive practices, staff 
and resident education, staff reinforcement, staff deliberation, stakeholder 
collaboration, and supportive leadership. 
Chapter 4 consists of the third study, “The Supporting Choice 
Observational Tool (SCOT): A Quality Improvement Tool to Assist Nursing Home 
Staff in Promoting Resident Choice.”  This study sought to answer the following 
research question: what concrete staff behaviors arise within in-the-moment, 
daily life choice negotiations between staff and residents?  Answering this 
question enabled the creation of a formative assessment tool for staff learning, 
the “Supporting Choice Observational Tool (SCOT).”  We developed the SCOT 
through ethnographic observation at two CLCs.  We refined the SCOT with 
subsequent piloting, expert panel consultation, and algorithmic representation.  
The SCOT provides detailed, non-graded feedback on staff members’ resident-
choice realizing efforts; staff discussions about the SCOT’s results would 
facilitate two purposes of the SCOT: 1) developing staff self-awareness and skill-
building in realizing resident choice, and 2) serving as a quality improvement 
performance indicator for nursing home use internally. 
The three Chapters’ research questions, objectives, and methods differ, 
but there is much they share.  They share the same subject area, an area little 
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explored in research, that of advancing nursing home resident choice in daily life.  
The three Chapters focus on nursing home residents at large, those who live 
primarily in long-term care units.  All of the Chapters consider in-the-moment 
resident choice in daily life, that is, those choices that are frequent on a daily 
basis (e.g., where to sit vs. where to go on an outdoor trip) and modifiable in the 
moment (e.g., with whom to eat vs. roommate selection).  The qualitative 
interview analysis paper (Chapter 3) diverges slightly from this topic, however, in 
that it considers some medical and safety needs that relate to more static, long-
term decision-making set within treatment plans. 
The three studies herein are also all grounded in the same theoretical 
framework, Deci and Ryan’s (1990) Self-Determination Theory (SDT).  SDT 
posits that autonomy is an innate, universal and psychological human need that 
contributes critically to psychological well-being. We conceive of resident choice 
herein as a sub-component of autonomy. 
Additionally, the studies are based upon the same assumption: that 
realizing resident choice is a care process inherent to quality of care, à la 
Donabedian’s (1966) quality of care model, and that staff cultivation of this care 
process leads to improved outcomes.  Indeed, SDT has been empirically 
examined in the nursing home setting; nursing home staff support of resident 
autonomy was determined to advance resident autonomy and resident 
psychological well-being. (Kasser and Ryan, 1999) 
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The three Chapters also join conceptually at several juncture points. The 
REACH model paper (Chapter 2) provides the “big picture” of what factors 
influence realizing resident choice in daily life; resident choice is negotiated 
through the resident-staff member relationship, which thus lies at the model’s 
epicenter.  The qualitative interview analysis paper (Chapter 3) highlights which 
factors help and which factors hinder the realization of resident choice; some of 
these factors are more “macro” than the resident-staff member relationship, and 
some are more “micro”.  (However, since Chapter 3 was inductively derived, 
Chapter 3’s factors do not necessarily map on to the REACH model’s factors).  
The SCOT paper (Chapter 4) targets the how of practically assisting staff in 
realizing resident choice in real time; the SCOT intervenes at the level of staff 
behaviors that are navigating the resident-staff member relationship at a micro 
level.  
Summary 
There is growing appreciation of the importance of nursing home resident 
choice in daily life, but realization of such resident choice remains sub-optimal.  
This dissertation’s three studies explore the factors, challenges, and behaviors 
related to enabling resident choice.  Through this exploration, we sought to 
advance the care process of resident choice in nursing homes, relying on the 
active participation of nursing home staff.  The studies provide unique additions 
to what constitutes a nascent field of inquiry: how staff can realize nursing home 
resident choice in daily life. 
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CHAPTER 2 
REAlizing Resident CHoice (REACH):  
A Conceptual Model for Nursing Home Care 
 
INTRODUCTION 
The nursing home “culture change” movement champions person-
centered care over the medical model of care. (Rahman & Schnelle, 2008; 
White-Chu, Graves, Godfrey, Bonner, & Sloane, 2009)  The movement’s ultimate 
goal is to advance resident quality of life.  A key tenet of this philosophical 
change is the promotion of resident choice in daily nursing home living, from 
waking times to meal options to activity selection. (White-Chu et al., 2009)  Yet 
limited empirical work or conceptual modeling specific to resident choice has 
surfaced over the years. (Jang, 1992; Kane et al., 1997; Welford, Murphy, 
Rodgers, & Frauenlob, 2012; Welford, Murphy, Wallace, & Casey, 2010)  We 
developed a conceptual model to address this gap. 
Defining Resident Choice in Daily Life 
Defining resident choice in nursing home daily life is complex.  Some 
authors use the term “autonomy” to mean “choice” for residents within nursing 
home care.  Autonomy is a multi-dimensional concept. (Callopy, 1988)  Two of its 
dimensions are the contrasting decisional autonomy (the capacity to decide) and 
executional autonomy (the capacity to carry out decisions). (Callopy, 1988)  We 
conceptualize resident choice in nursing home daily life as falling within 
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decisional autonomy.  Where possible, we use the more precise term “resident 
choice” instead of “autonomy”; however, at times we use the two terms 
interchangeably to employ the same language as cited authors. 
Resident choice in daily life entails residents’ ability to engage in decision-
making about choices that are modifiable in the short-term rather than those that 
are fairly static (e.g., roommate selection or décor selection). For example, 
resident choice includes options regarding: with whom to eat, what to wear or 
what activities to pursue, when to wake, where to sit, or how to 
accessorize/prepare one’s meal.  Thus, we define resident choice as those 
choices nursing home residents can make surrounding mutable and frequent 
aspects of nursing home daily living.    
The Imperative of Realizing Resident Choice 
  Conceptual Justification 
Daily life choices may seem trivial to those living outside of institutions 
(Persson  
& Wasterfors, 2009; Rodgers & Neville, 2007), yet smaller-scale choices often 
define a nursing home resident’s daily life. (Rodgers & Neville, 2007)  Being 
empowered to make these small decisions can augment residents’ sense of 
control. (Davies, Laker, & Ellis, 1997)  We also suggest that the pervasive and 
ongoing accumulation of daily choices over time may make their impact 
particularly potent. 
Resident choice’s merit has strong theoretical underpinnings.  Deci and 
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Ryan (1990) conceptualized self-determination theory (SDT), drawing from the 
fields of motivational and personality psychology.  This theory focuses in a large 
part on the construct of autonomy and the construct of social support for 
autonomy.  Aspects of SDT have been empirically tested in the nursing home 
setting in the work of Kasser and Ryan (1999).  These authors found staff 
support of autonomy bolstered resident autonomy and resident psychological 
well-being.  Other empirical research has also found autonomy to be a central 
domain in residents’ definitions of quality of life (Kane et al., 2003) and that staff 
orientation to resident choice can shape residents’ quality of life. (Cox, Kaeser, 
Montgomery, & Marion, 1991)  SDT’s depiction of autonomy is conceptually 
broader than resident choice in daily life, but the theory has much to offer with 
regard to actualizing residents’ daily decisions.  Thus, staff support of autonomy 
provides an initial conceptual foundation for resident choice and its requisite 
environment.   
Empirical Justification 
Promotion of resident choice is also founded on a strong empirical 
research base.  Support for the link between providing choice to those living in 
institutions and positive health outcomes has historical roots.  Two classic field 
experiments tied increased choice and control in the lives of the elderly in 
institutions to increased psychological well-being.  Schultz (1976) randomly 
assigned elders in a retirement home to one of four conditions.  Three 
experimental groups received a “positive event” intervention of social visits from 
 
	
11	
a college student. These three treatment groups differed by whether subjects, 
researchers, or a randomized schedule determined visit duration and frequency. 
The control group received no visits. Results suggested that those residents with 
augmented levels of control over the positive event had better health status, 
psychological status, and activity level status.  Another field experiment found a 
positive psychosocial effect of increased levels of personal control. (Langer & 
Rodin, 1976)  In this study, nursing home elders were randomized to a usual 
care group and an enhanced choice-regarding-responsibility (in caring for a 
plant) group.  Those in the latter group demonstrated greater levels of active 
social engagement than those in the comparison group.   
Subsequent studies found a positive impact of residents’ perceived control 
on morale. (Chang, 1978a; Chang, 1978b; Pohl & Fuller, 1980; Ryden, 1984)  
Researchers also found that choice around self-care activities can lead to better 
self-esteem in residents with severe deficits. (Blair, 1995; Blair, 1999) 
A more recent literature review of the relationship between nursing home 
choice-related practices and quality indicator outcomes revealed significant 
associations. (Colorado Foundation for Medical Care, 2006)  The authors 
reviewed the impact of choice within three daily activities: dining, bathing, and 
planning of daily schedule and care plans.  Bathing (Hunter et al., 2003; Kayser-
Jones et al., 2003) and dining (Brandeis, Ooi, Hossain, Morris, & Lipsitz, 1994; 
Niedert, 2005; Pfeiffer et al., 2005; Reed, Zimmerman, Sloane, Williams, & 
Boustani, 2005) options were associated with control of pressure ulcers and 
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reduced acute care admissions. Choice in bathing routine also was related to 
reduction in facility use of physical restraints and incidence of pain 
symptomatology. (Rader et al., 2006; Sloane et al., 2004)  McCann, Hall, and 
Groth-Juncker (1994) also found that choice around meals correlated with pain 
reduction, and Alessi and Henderson (1988) and Schnelle and Leung (2004) 
found such choice related to incontinence control.  Finally, options surrounding 
dining and determining everyday schedules and treatment plans were associated 
with limits on the outcome of resident depression. (Atwood, Holm, & James, 
1994; Kane et al., 1997; Niedert, 2005)  
In sum, actualizing daily choices for nursing home residents has 
conceptually-based and empirically-supported value. The conceptualization of 
how to achieve resident choice is nevertheless underdeveloped. (Jang, 1992; 
Kane et al., 1997; Welford et al., 2012; Welford et al., 2010)  We therefore 
designed a conceptual model for resident choice. The resulting model sheds light 
on the complexities and dynamic context of realizing resident choice, a 
mechanism that can help enhance residents’ lives. 
METHODS 
Our conceptual model represents the process of realizing resident choice 
in the nursing home setting.  It outlines the influencing variables and ecological 
context involved.   
We grounded the model in theoretical and empirical research literature. 
(Earp & Ennett, 1991)  Our objective was to identify articles precisely focused on 
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nursing home residents’ daily life choice negotiations with staff.  The literature 
search parameters were broad in order to identify maximally those articles within 
this narrow field; however, the article selection process aimed for specificity 
instead of sensitivity.   
 All authors agreed upon the literature search parameters, i.e., search 
terms, databases, and search delimiters.  Search terms were identified on a trial 
basis by looking at the index terms of seminal articles in the field. (Durec & 
Curtis, 2014)  The most consistently represented terms were then combined in 
various ways.  MeSH headings were used where applicable, and terms varied 
slightly by literature database.  The search used the terms “nursing home“, 
“residential setting” or “residential facilities”, and “long term care” and matched 
them in all possible pairings with the terms “choice”, “preference”, and 
“autonomy”.  PubMed, Web of Science, and PsychINFO were programmed in 
June of 2014 to look for the terms anywhere in the title, abstract, or text of the 
publication. (J.P.)  Only articles written in English and about the adult population, 
as defined by each database, were included.   No publication date delimiters 
were applied.   J.P. downloaded the full reference information for each article 
directly from the literature databases into reference manager software (Endnote 
X4).  We found 1,969 articles in total.   
The article selection process had three phases.  The first phase involved 
the narrowing of the 1,969 articles by established exclusion criteria.  Table 1 
below lists the exclusion criteria and the counts of excluded articles.   
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TABLE 1: Article Exclusion Criteria with Numerical Counts 
 
 
 
 
 
 
 
The exclusion criteria are described in more detail below, ordered from 
those with smallest to largest counts; an exception to this ordering relates to the 
“miscellaneous” category, which is listed in the bottom row.  The exclusion 
criteria were the following: 
1) Population: Articles focused solely or primarily on patient sub-populations 
(e.g., persons with mental health issues, intellectual disability, or 
dementia) 
2) Content Area: Articles focused on issues of quality of life or quality of 
care generally but not issues of patient choice specifically 
3) Setting: Articles focused on non-nursing home settings (i.e., assisted 
living, home and community-based services, group homes or hospital 
stays) 
4) Unit of Analysis: Articles focused on persons other than nursing home 
residents (i.e., family members and nursing home staff members) 
CRITERION COUNT (n) 
Population 81 
Content Area 103 
Setting 107 
Unit of Analysis 172 
Sub-Topic of Content Area 791 
Miscellaneous 333 
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5) Sub-Topic of Content Area: Articles focused on patient choices other 
than daily living choices (for example, life-sustaining treatment decisions, 
end of life care planning, and residential placement decisions) 
6) Miscellaneous: Articles excluded that did not meet our topical focus but 
could not be classified into the exclusion criteria above (#1–#5).  
We determined exclusion decisions by reviewing article titles.  Several 
exclusion criteria were often relevant for each article; thus, we did not rule 
articles out in a hierarchical manner.  Rather we excluded each article based on 
the most salient criterion.  382 articles remained after the first phase. 
The next phase of article selection involved reviewing articles’ abstracts. 
(The full article was reviewed when there was ambiguity regarding an article’s fit 
with the selection criteria.)  We excluded an article when this review process 
indicated that it met one or more of the exclusion criteria.  The resulting sample 
numbered 21 articles.   
We finalized our purposive sampling with a third and final phase of 
triangulation.  This phase relied on a “snowballing” approach using the 21 articles 
from the second phase; that is, we obtained other highly relevant articles that 
cited one of the second phase articles or that were cited by a second phase 
article, as has been done by several authors. (Hartmann et al., 2013; Kastner et 
al., 2012; Powell, Bloomfield, Burgess, Wilt, & Partin, 2013).   We identified 18 
additional articles for a total final sample of 39. 
We developed the conceptual model in a recursive and iterative fashion 
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(Helitzer et al., 2014), relying on the final sample of articles as well as on expert 
knowledge.  J.P. reviewed the final sample of articles and drafted the first version 
of the model based on these articles’ key findings.  Subsequent model versions 
were crafted, as needed, as each of the article’s findings were identified and 
incorporated.  The co-authors, all accomplished health services researchers, 
then contributed their expertise in nursing home quality of life and quality of care 
issues (C.W.H., J.F.B., V.A.P., D.R.B.), organizational theory (C.W.H., J.F.B., 
V.A.P.), and conceptual model development (C.W.H., J.F.B.) to model 
refinement. 
RESULTS 
Our finalized conceptual model, the REAlizing Resident CHoice (REACH) 
model, depicts the factors inherent to realizing nursing home resident choice 
across treatment populations.  The REACH model’s overall structure resembles 
Bronfenbrenner’s (1979) ecological model of human development, in which 
concentric circles represent contextual variables.  We thus apply the 
diagrammatic device of concentric circles in our work.  
Below we describe each concentric circle of the REACH model with its 
attached rectangle(s) or embedded circles, moving from the innermost concentric 
circle of influence and moving outward. (Appendix A: The REAlizing Resident 
CHoice (REACH) Model)  The REACH model pinpoints the resident-staff 
member relationship as the basic building block for realized resident choice.  
Communication and negotiation act as the vehicles for navigating this 
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relationship. The REACH model also considers sub-factors of the relationship, 
including individual resident and staff variables and dynamics between the two.  
The larger organization is depicted in the middle, with its embedded attributes 
and the internal aims of the organization’s attribute of “culture.”  Finally, the 
outermost concentric circle represents the external environment with a rectangle 
representing its sub-factors and a one-sided arrow representing its external 
demands.  The REACH model does not offer an exhaustive treatment of all 
possible variables.  It provides, rather, a diagrammatic compilation and 
conceptual organization of key factors noted in the literature. 
Resident-Staff Member Relationship 
Appendix A portrays the resident-staff member relationship as the 
epicenter of the REACH model.  The literature supports this depiction.   A nursing 
home resident relies on a staff member to promote resident choice. (Mullins, 
Moody, Colquitt, Mattiasson, & Andersson, 1998; Tuckett, 2005)  This reliance 
stems from a staff member’s role in enacting decisions for a resident who cannot 
do so him/herself. (Welford et al., 2010)  Realized resident choice is thus not only 
multidimensional and context-dependent (Callopy, 1988) but also grounded in a 
specific relationship. (Davies et al., 1997)  For visual and conceptual clarity, the 
REACH model focuses on this relationship as existing between one resident and 
one staff member, although in reality each nursing home resident will have 
multiple dyadic relationships. 
 Van Thiel and van Delden’s (2001) work justifies this focus on the 
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resident-staff member relationship as the REACH model’s elemental unit. The 
authors outline several philosophical approaches to respecting resident choice in 
an institutional setting.  They argue that a staff member customizes his/her use of 
these philosophies depending upon circumstances such as resident competence 
or staff workload.  They note that realizing choice cannot, however, always be 
the sole or end goal of nursing home living, because resident dependence and 
the realities of institutional living may conflict with this goal. 
The REACH model aligns with the encouraging method van Thiel and van 
Delden (2001) label as “an ethic of care.”  An ethic of care acknowledges 
environmental constraints on achieving the ideal of fully realized resident choice 
by relying on the best intentions of the parties involved.  The ethic of care 
concept highlights the relationship between a resident and a staff member as the 
basis for choice realization. The relationship serves as a caring context within 
which choices are negotiated and realized; it relies on communication to facilitate 
the goal of resident choice. 
The REACH model highlights this role of ongoing and in-the-moment 
dialogue within the resident-staff member relationship. This is in contrast to the 
findings of our literature review, in which a number of articles emphasized static 
rather than fluid methods for supporting resident choice, i.e., negotiated care 
plans and “knowing the resident.” (Cohen-Mansfield et al., 1995; Lemke & Moos, 
1986; Murphy & Welford, 2012; Rodgers, Welford, Murphy, & Frauenlob, 2012; 
Timko & Moos, 1989; Welford et al., 2012; Welford et al., 2010)  Negotiated care 
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plans entail periodic care planning sessions that involve residents (and family) in 
shared treatment and daily care decision-making.  Knowing the resident signifies 
staff learning and remembering residents’ usual preferences and applying that 
information throughout daily routines.  These strategies have their importance 
and place, perhaps particularly to enhance care for a resident with dementia who 
may have difficulty communicating his/her desires. (Fetherstonhaugh, Tarzia, 
Bauer, Nay, & Beattie, 2014)  But Smebye, Kirkevold, and Engedal (2012) note 
that, even for residents with dementia, a lack of continuous dialogue in-the-
moment leads to “pseudo-autonomous” choices; these choices are informed by 
staff member assumptions rather than resident direction.  In the same way, 
knowing the resident as a singular strategy can obfuscate a resident’s true 
choice. (Munthe, Sandman, & Cutas, 2012) The REACH model, therefore, builds 
off the existing literature but emphasizes how a fluid and present-centered 
interaction allows for full realization of resident choice. 
Individual Factors 
 Resident and staff factors and the dynamics between the two feed into the 
resident-staff member relationship. These factors are shown in Appendix A within 
rectangles that are linked directly to the staff member and resident boxes, and 
the arrow between the staff member and resident boxes. We review these factors 
below.   
Resident 
The rectangle associated with the resident box lists resident factors: 
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demographics, personality, attitudes/beliefs, and abilities. (Appendix A)  A 
resident’s desire to participate in making choices may vary by demographic 
factors such as gender, age, and educational level. (Davies et al., 1997)  Other 
demographics worthy of consideration are race and ethnicity and socioeconomic 
status.   
Residents’ personality traits also need to be understood for optimal 
support of resident choice. (Davies et al., 1997; Murphy, 2007)  For example, 
individuals vary in motivational style.  Full-fledged resident choice may not 
always be the ideal: nursing home residents with non-self-determining 
motivational styles, for example, may benefit from and in fact prefer more 
structure and less choice. (O'Connor & Vallerand, 1994)   
Resident attitudes and beliefs may also contribute to the realization of 
choice. Residents’ perceptions of choice and its salience may affect the extent to 
which staff members or residents seek to promote choice within their 
interactions.  Secker, Hill, Villeneau, and Parkman (2003) describe how an 
individual’s valuation of autonomy varies by cultural background. Some residents 
may prefer to defer to authority over their own determinations.  Residents’ 
abilities are also factors in the REACH model.  A resident’s cognitive, physical, 
perceptual, and/or emotional abilities, among other abilities, may dictate whether 
a staff member feels able to offer a resident choice, whether a resident can 
comprehend or express choices, and whether the resident can experience 
positive benefits from staff’s related support.   
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The literature does not always distinguish “autonomy” (decisional 
autonomy (Callopy, 1988), within which resident choice falls) from 
“independence” (executional autonomy (Callopy, 1988)). (Welford et al., 2010)  
These concepts do not necessarily co-exist; residents who cannot care for 
themselves independently may still be able to request that others enact their care 
decisions. (Mullins & Hartley, 2002; Welford et al., 2010)  Tension may exist 
between the two concepts, in that the individual’s autonomous choice may be to 
default to a dependent state. (Davies et al., 1997)  Insufficient clarity between 
these two ideas could lead to suboptimal practice, with caregivers incorrectly 
assuming that when independence is limited, resident choice, to any degree, is 
not possible. (Welford et al., 2010)  We, therefore, have focused the REACH 
model on the concept of decisional autonomy. 
Staff Members 
Appendix A’s rectangle tied to the staff member box contains the factors of 
demographics, personality, attitudes/beliefs, and competencies. (Appendix A)  
Staff member personal demographics may shape the resident-staff member 
dynamic in choice negotiations.  Such factors include a staff member’s age, 
gender, and race.  Mullins and Hartley (2002) found that the latter two of these 
had the most impact on staff perceptions of resident choice.  Murphy (2007) 
maintained that staff personality traits also function as a variable in the provision 
of quality of care, defining quality of care as including the support of resident 
choice.   
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A staff member also brings underlying attitudes and beliefs to choice 
negotiations with a resident.  A staff member may experience limited job 
satisfaction, for example, which may impair his/her ability to support a resident’s 
needs. (Mullins & Hartley, 2002)  Or a staff member may or may not believe in 
the link between resident choice and a resident’s well-being.  Opinions may vary 
across staff in the extent to which they believe that residents desire choice.  This 
marks a corollary to Secker et al.’s (2003) point mentioned above that residents 
may accede to staff members’ perceived authority instead of exercising their own 
decision-making.  O’Connor and Vallerand (1994), as described above, argue 
that the need for full-fledged choice varies by a resident’s motivational style; a 
particular staff member may feel similarly.  Callopy (1988) and Mattiasson and 
Andersson (1995) studied the role that ethics play in staff decisions to promote 
resident choice and determined that staff member’s ethical values may conflict 
with a resident’s choices, e.g., choices that conflict with a resident’s safety.  A 
staff member’s values may contrast with the broader organizational ethos as 
well. (Jakobsen & Sorlie, 2010)   
Finally, a staff member’s competencies, i.e., knowledge and skills, may 
also factor into interactions regarding resident choice.  Staff position, educational 
level and training experience, and job tenure can all play an influential role. 
(Mullins & Hartley, 2002) 
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Resident-Staff Member Factors 
Resident-staff member factors are displayed in the rectangle tied to the 
REACH model’s central arrow and consist of concordance of demographics, 
concordance of attitudes/beliefs, resident-staff member rapport, and facility of 
communication. (Appendix A)  This portrayal acknowledges how resident-staff 
member dynamics can influence choice.  First, concordance of demographics 
may play a role.  Research in medical sociology has established that providers 
and patients with differing backgrounds (e.g., gender, age, and race/ethnicity) 
may have less beneficial interactions. (Cooper-Patrick et al., 1999; LaVeist, 
Nickerson, & Bowie, 2000; Malat, 2001; Van Ryn & Burke, 2000)  Concordance 
of attitudes and beliefs is another important consideration.  Differing perceptions 
about the value of choice may also translate into choice not being offered when 
residents want it, or choice being offered when residents do not want it.  Rapport 
represents another important variable.  Lemke and Moos (1986) acknowledge 
the centrality of rapport in quality nursing home care.  The authors purport the 
significant value of incorporating mutual trust and empathy as factors in the 
support of resident choice.  Furthermore, facility of resident-staff member 
communication may impact the realization of choice.  Communication barriers 
such as speaking different languages (Fernandez et al., 2011) or language 
impairments (Bartlett, Blais, Tamblyn, Clermont, & MacGibbon, 2008) can 
impede quality of health care.  Similarly, these barriers may influence whether 
choice is offered by staff or understood by residents. 
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The Organization, Organizational Attributes, and Resident Choice 
The middle concentric circle of our model represents the organization, i.e., 
the nursing home. (Appendix A)  The six smaller circles within this space are 
organizational attributes, as defined by Glickman, Baggett, Krubert, Peterson, & 
Schulman (2007). Glickman et al. (2007) consider Donabedian’s (1966) 
structures (as depicted in Donabedian’s structure-process-outcome quality of 
care model) as limited in scope, because these structures center on physical 
facilities and provider qualifications.  Thus, Glickman et al. (2007) apply 
management theory to detail and expand upon Donabedian’s structures, creating 
what they call organizational attributes.  These attributes are culture, physical 
characteristics, incentives, organizational design, executive management, and 
information management.  We will discuss the first of these attributes, i.e., 
organizational culture, in the next section and the remaining five attributes here. 
Our literature review findings alluded to Glickman et al.’s (2007) three 
organizational attributes of physical characteristics, incentives, and 
organizational design.  Lemke and Moos (1986) highlight physical characteristics, 
like organizational size and location, as contributors to choice-promoting policies. 
Incentives, such as staff incentive programs (Nick, 1992), may affect the 
actualization of resident choice.  So may organizational design like staffing levels 
(Mullins & Hartley, 2002; Murphy, 2007; Murphy & Welford, 2012; Nick, 1992; 
Palacios-Cena et al., 2013) and consistent assignment. (Davies et al., 1997)  
Another organizational design issue, that of staff member teams, merits attention.  
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Nurse-led teams have been linked to greater facilitation of elderly patients’ self-
determination, both within nursing homes and beyond. (Davies et al., 1997)  One 
might expect more published literature on team design and staff member-to-staff 
member interaction than cited here given teamwork’s importance to 
organizational design and culture, and to nursing home culture change, 
specifically.  We contend that the paucity of literature relates to the relative 
conceptual narrowness of resident choice within the culture change field. 
The final two organizational attributes in Glickman et al.’s (2007) model, 
i.e., executive management and information management, did not surface in our 
literature review yet point to potential areas of future research related to resident 
choice. 
Organizational Culture 
The literature depicts person-centered care (PCC) as a type of 
organizational culture. (Banaszak-Holl, Castle, Lin, & Spreitzer, 2013; Flesner, 
2009; Sullivan et al., 2013)  Ideally, PCC empowers nursing home residents and 
staff alike; it can incorporate organizational changes at the level of the resident, 
frontline staff, management, and leadership. (Brownie & Nancarrow, 2013)  In 
contrast to PCC is routine- and task-based care where nursing home schedule 
and work demands are prioritized over nursing home stakeholder personal 
needs.  Routine- and task-based care has been shown to be negatively related to 
achieving quality of elder care (Evers, 1981; Koch, Webb, & Williams, 1995; 
Wade, 1983; Waters, 1994) and resident choice (Cohen-Mansfield et al., 1995; 
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Kane et al., 1997; Lemke & Moos, 1986; Murphy & Welford, 2012; Palacios-Cena 
et al., 2013; Rodgers et al., 2012; Secker et al., 2003; Whitler, 1996) and may 
result in reduced communication between staff and elders and reduced attention 
to residents’ psychosocial needs. (Nolan et al., 1995)  PCC may alternatively 
represent the most significant facilitating element in realizing resident choice. 
(Davies et al., 1997; Rodgers et al., 2012; Secker et al., 2003) 
Internal Integration 
The REACH model implicitly accounts for Schein’s (1991) concept of 
internal integration with the diagonal arrow labeled “goals” portrayed in the 
culture circle. (Appendix A)  An organization’s internal integration of goals (and 
external adaptation to outside demands, which is discussed below) determine the 
content (i.e., mission, function, and tasks) of its culture. (Schein, 1991)  An 
organization must consistently define its own goals to do well or even to survive. 
(Schein, 1991)  Achieving a balanced approach to varying organizational goals 
can be challenging.  The context of nursing homes, for example, can be 
considered by examining overall goals for health care organizations.  The 
Institute of Medicine (IOM) (2001) report provides a helpful scaffold for this 
thinking. The report proffers ideal goal/s for such institutions.  Care should be 
“safe, effective, efficient, personalized, timely, and equitable.” The IOM (2001) 
envisions these dimensions of quality as interacting in a complementary and 
synergistic manner. Even so, it is acknowledged that “at times” tensions may 
arise among these dimensions. 
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Competition among these priorities may, in fact, surface more frequently.  
One may witness this within the context of resident choice.  Promoting resident 
choice is a hallmark of personalized care.  It may serve other ends than safe or 
effective care.  Safety concerns, for example, can shape care delivery in ways 
that detract from resident choice. (Bland, 1999; Davies et al., 1997; Palacios-
Cena et al., 2013; Secker et al., 2003)  A resident may wish not to turn in bed 
(e.g., so s/he can face a window) despite this being an increased risk for 
pressure ulcers.  Another example is the potential conflict between supporting a 
resident’s wish to add salt to his/her meal to enhance the flavor and effectively 
treating his/her hypertension.   
Efficient resource use for the traditional goal of nursing home operations 
may limit resource availability for the goal of resident choice. (Rodgers & Neville, 
2007; Timko & Moos, 1991)  Staff may feel so much pressure to keep up with 
and juggle their tasks across a unit that they do not feel they have the time to 
solicit choice. (Kane et al., 1997)   
Providing equitable care presents its own challenges to supporting 
resident choice.  Group living can pose pragmatic constraints on individual 
preferences. (Mullins & Hartley, 2002; Murphy, 2007; Rodgers & Neville, 2007)  
An individual may desire circumstances that conflict with communal or other 
individuals’ needs.  A resident may want to play music loudly in the common 
room, to the detriment of a group activity.  A resident watching T.V. may wish to 
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have quieter volume while his/her hard-of-hearing companion may wish for 
louder volume. 
External Environment and Resident Choice 
External Adaptation 
As mentioned above, Schein (1991) also posits that organizations engage 
in external adaptation.  An organization reacts to its outer environment’s 
demands, which thereby dictates some of its behaviors.  In the REACH model 
the external environment defines the outermost circle. Factors tied to the external 
environment are the payment system and regulatory system (indicated in the 
rectangle associated with the external environment). Demands (represented by 
the diagonal arrow in the outermost circle) point inwardly toward the organization 
circle. (Appendix A) 
Extant research supports the importance of an organization’s external 
adaptation to environmental demands on achieving resident choice.  Several 
decades back, Kane et al. (1997) implicated the current payment system in 
nursing homes’ task-centered cultures, criticizing the reliance of payment on 
time-motion studies based on residents’ impairment.  Research also cited current 
regulation as hindering resident autonomy, even hindering smaller choices, e.g., 
the timing of rising and dining and the location for sitting. (Cohen-Mansfield et al., 
1995; Kane et al., 1997)  This hindrance occurred in two fashions: either via 
performing at the minimal standard dictated by regulation or via over-performing 
with regards to regulation.  Cohen-Mansfield et al. (1995) discuss this first 
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mechanism.  They describe how regulation can detract from quality of life by 
creating conditions whereby superior facilities may regress to the mean.  Kane et 
al. (1997) describe the second mechanism.  Nursing homes sometimes even 
interpreted regulations more broadly than the legal mandate.  Thus, regulatory 
concerns regarding safety could supersede residents’ freedom in daily choice.   
Present-day, peer-reviewed literature sparsely covers the role of the 
payment and regulatory systems in nursing home residents’ choice promotion.  
The IOM report’s (2001) quality of care model, however, deems supportive 
payment and regulatory systems as vital to achieving the dimension of 
personalized care.  More research will be needed to explore the impact of recent 
changes in federal- and state-related nursing home payment and regulatory 
systems on the realization of resident choice.  The REACH model nevertheless 
acknowledges the importance of these two systems.   
DISCUSSION 
We have developed a conceptual model, the Realizing Resident Choice 
(REACH) model, of how nursing home resident choice in daily life can be 
realized.  The REACH model, based on an ecological framework, centers on the 
resident-staff relationship.  At the micro-level, the REACH model depicts the 
resident variables, staff variables, and resident-staff dynamic variables inherent 
to the resident-staff relationship.  At the meso-level, the REACH model portrays 
organizational factors related to realizing resident choice, including the impact of 
organizational culture and its internal aims.  The macro-level demonstrates the 
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external environment, such as nursing home regulatory and payment systems, 
and its inward demands upon the organization. 
Realizing resident choice is not straightforward.  As the REACH model 
shows, multiple, interactive and contextual layers influence its enactment.  
Communication and negotiation among individuals and throughout the 
organization are key tools in realizing resident choice.   Even when these levels 
consist of balanced approaches and optimal communication and negotiation, one 
cannot guarantee that a resident is maximally informed and autonomous.  We 
thus offer some parting suggestions, both conceptual and practical, towards 
approximating the ideal of realizing resident choice.     
Relationship 
The resident-staff member relationship is central to accomplishing resident 
choice.  Fluid dialogue between a resident and a staff member acts as the 
operative instrument. Quill and Brody’s (1996) enhanced autonomy approach 
within physician-patient encounters could be applied to the nursing home setting.  
The approach favors an open flow of ideas, negotiation, and shared influence 
between patients and providers. But the resident-staff member relationship is not 
a one-way street; it is interdependent.  Meeting staff needs is an important 
feature of succeeding at resident choice.  Empowering staff, in addition to 
residents, represents a key component of person-centered care. (Brownie & 
Nancarrow, 2013)  Increased demands on staff can have negative impacts on 
staff members’ personal needs and care duties, and enhancing resident choice 
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could potentially contribute to staff stress and work overload. (White et al., 2012)  
This reality underscores the critical role of negotiation and compromise to 
optimize each choice situation as it arises. 
The Organization: Organizational Culture 
As conceptualized in the REACH model, an organizational culture that 
embraces person-centered care figures prominently in realizing resident choice.  
Banaszak-Holl et al. (2013) used the Competing Values Framework (CVF) to 
examine a typology of four organizational cultures, positing a link between the 
developmental and group cultures and culture change adoption in nursing homes 
(i.e., the implementation of person-centered care).  Organizations with group 
cultures honor the value of staff development, involvement, and dedication.  
Those with developmental cultures focus on growth and innovation, such as 
being flexible in meeting customer (i.e., resident) preferences.  The researchers 
hypothesized the following: 1) culture change facilities would more likely exhibit 
“developmental” cultures than non-culture change facilities; and 2) culture 
change facilities would more likely exhibit “group” cultures than non-culture 
change facilities.  Findings supported the first but not the second hypothesis, 
leading to the conclusion that an organizational orientation to creativity and 
growth may be an important aim for PCC advocates to promote and foster in 
nursing homes.   
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Internal Integration 
Our review unearthed varying suggestions for how to address perceived 
competing or conflicting internal goals within an organization. The IOM (2001) 
posits that organizations, clinical staff, and patients must collaborate to achieve 
balance among quality dimensions in health care.  Davies et al. (1997) highlight 
tensions amongst care objectives, i.e., safety concerns versus resident choice, 
proposing that ethical deliberation promises better resolution of such issues than 
empirical research does. Brownie and Nancarrow (2013) discuss the problem 
within the context of Maslow’s hierarchy of needs.  They maintain that an 
organization needs to meet basic safety-related and physiological needs before 
advancing to such priorities as belongingness, self-esteem, and self-
actualization.  White et al. (2012) suggest the value of priority-setting within each 
organization. This involves consulting stakeholders (i.e., residents, family, and 
staff) on their views and values.   
We envision a solution that borrows in part from these suggestions. These 
authors advocate that a nursing home culture’s members negotiate competing 
organizational goals (White et al., 2012) by weighing: 1) ethical considerations 
according to the circumstances (Davies et al., 1997) and 2) priority-setting within 
residents’ hierarchy of needs (Brownie & Nancarrow, 2013).  We note, however, 
that an organization’s hierarchy of individuals’ needs should not be static.  We 
argue that active discussion is essential within each nursing home’s culture about 
1) how important resident choice, for example, is to each resident and to the 
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particular community, and 2) how resident choice can be balanced with or 
prioritized with competing organizational goals (e.g., IOM’s dimensions of quality 
such as efficiency and safety). 
The External Environment 
Internal goals is not the only force that exerts pressure on the 
organization. Schein’s (1991) concept of external adaptation emphasizes how 
the exterior environment can define a culture.  The IOM (2001) also emphasizes 
external demands on health care organizations, i.e., payment and regulatory 
systems.  Present reform efforts seek to push the payment and regulatory 
systems towards resident-centeredness (i.e., personalized care).  First, efforts 
are afoot to tie payment to quality.  Centers for Medicare and Medicaid, for 
example, have initiated a value-based purchasing demonstration project in 
several states’ nursing homes.  Facilities will be awarded bonuses if they score 
highly on quality measures or demonstrate notable improvement on the 
measures.  The quality measures tap into issues of staffing, inspection 
deficiencies, and Minimum Data Set (MDS) outcomes. (Centers for Medicare and 
Medicaid, 2015a)   
The regulatory system has undergone recent changes as well.  Mandating 
resident choice as a potential regulatory deficiency has become a recent element 
of the federal survey process of nursing homes. (Schnelle et al., 2009)  MDS 
data, which serves both internal and external quality initiatives, has transformed 
from version 2.0 to 3.0.  The newer version explicitly asks residents for details on 
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their “Preferences for Customary Routine and Activities”. (Centers for Medicare 
and Medicaid, 2015b) 
These policy changes may support or even foster nursing home cultures 
that promote resident choice.  Ideally, these policies would move beyond static 
approaches (e.g., individualized care planning) for realizing resident choice.  
Nursing home leaders could be incentivized to advance staff skills in flexibility 
and dialogue with residents regarding choice.  In addition, we can imagine the 
need for organization-level negotiations on how to address the pressures of 
external demands. Such a strategy might mimic the one we described above for 
resolving conflicts between internal goals.   
Limitations 
Our work required deliberative decisions.  We chose selective methods for 
selecting literature incorporated in the REACH model, pursuing specificity over 
sensitivity.  Specifically, we pursued a generalized approach to our population 
criteria, excluding articles narrowly focused on persons with dementia, mental 
health issues, or intellectual disabilities.  We also opted for literature about daily 
choice specific to the institutional setting of nursing homes. This purposive 
sampling limits our ability to capitalize upon lessons from other disciplines and 
arenas.  But it lends itself to understanding the precise, heretofore 
underdeveloped topic at hand: advancing daily choice for residents in the nursing 
home setting.   
In addition, only one author reviewed and applied the exclusion criteria to 
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the 1,969 articles found in the literature search.  A more rigorous approach would 
have engaged multiple readers in the process, but the single-reader approach 
was chosen for expediency.  The search also resulted in articles mostly from the 
field of nursing rather than from a broader spectrum of disciplines.  This narrow 
focus of current literature, however, highlights the need for future research to 
account for the role of other staff disciplines in resident choice.   
Finally, a conceptual model is merely a schematic, abstract representation 
of reality. It is difficult to depict multiple interactions, multi-dimensional concepts, 
and time-dependent issues.  To keep the REACH model manageable, we did not 
incorporate influences on promoting resident choice such as family-resident and 
family-staff dynamics. (Mullins & Hartley, 2002).  We also did not incorporate the 
dimension of short-term versus long-term autonomy. (Callopy, 1988)  A focus of 
future research could be how to balance and/or prioritize when a short-term 
choice (e.g., walking down the hall without support) conflicts with a long-term 
need (e.g., being able to walk at all, which may be impaired through a fall 
resulting from an unsupported walk).  Finally, we did not represent the role that 
the intensity of the resident-staff member relationship plays.  The length and 
closeness characterizing resident-staff member rapport, one of the REACH 
model’s variables, may be particularly affected by continuity of care.  That 
continuity of care may be facilitated by consistent assignment or hindered by high 
staff turnover.   More in-depth conceptual modeling in the future should consider 
all these important factors. 
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CONCLUSIONS 
Despite its limitations, the REACH model is grounded firmly in existent 
literature and provides a novel, ecological view of how to advance resident 
choice.  It centers on the dynamics of the resident-staff member relationship and 
on ongoing dialogue therein rather than just on the resident as a singular entity.  
It also examines the broader role of organizations and their culture and the 
incumbent pressures upon that culture. Finally, our work sheds light on how care 
goals can compete with the imperative of resident choice and how nursing 
homes can approach such tensions.  This work highlights the critical tools of 
flexibility and compromise by all players when striving for optimal resident choice.  
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CHAPTER 3 
Promoting Resident Choice: 
A Nursing Home Staff Perspective on Tensions and Resolutions 
 
INTRODUCTION  
The culture change movement has built momentum within nursing home 
care.  Culture change envisions person-centered care (PCC) as better 
addressing nursing home quality of care and resident quality of life than the 
traditional medical model. (Zimmerman, Shier, & Saliba, 2014)  A key component 
of person-centered care is resident choice. 
Policymakers have supported the conceptual confluence of quality of care, 
quality of life, and resident choice.  The Minimum Data Set (MDS) acts as a 
Centers of Medicare and Medicaid Services’ (CMS’) internal and external quality 
improvement tool.  It is used to monitor nursing home resident care planning on a 
regular basis.  A recently revised MDS, version 3.0, now includes resident report 
on “preferences for customary routine and activities.” (Centers for Medicare and 
Medicaid Services, 2015)  MDS 3.0 developers purposefully based these 
preference items on Kane et al.’s (2003) and Kane, Kane, Bershadsky, Cutler, & 
Giles’ (2004) pioneering work in nursing home resident quality of life domains. 
(Saliba & Buchanan, 2008)  The MDS 3.0 items tap into residents’ preferences 
regarding personal care, sleeping habits, meals and snacks, and recreational 
activities.  In doing so, MDS 3.0 purposefully recognizes the value of resident 
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choice in daily life. 
Policy may be moving ahead of the research base.  Scientific inquiry is still 
examining whether linkages exist between culture change and nursing home 
quality of care and between culture change and resident quality of life.  
(Grabowski et al., 2014; Miller, Lepore, Lima, Shield, & Tyler, 2014; Shier, 
Khodyakov, Cohen, Zimmerman, & Saliba, 2014)   The evidence is equivocal so 
far.  However, some evidence suggests that the resident choice care process 
(more specifically than culture change) is tied to quality of life (Cox, Kaeser, 
Montgomery, & Marion, 1991) and quality of care outcomes (Colorado 
Foundation for Medical Care, 2006).  In additional studies, residents have 
indicated their own desire for such choice. (Kane et al., 1997)   
From what we know, U.S. nursing homes have not fully realized resident 
choice in daily life.  The MDS 3.0 may help in documenting conditions going 
forward.  Yet only two studies to date have documented the extent of staff 
realizing everyday resident choice. (Schnelle et al., 2009; Simmons et al., 2011)  
The results are discouraging; structured observations found staff not offering 
residents morning care choices some of to a majority of the time.  Given this fact, 
the question arises: What are the challenges in managing the resident choice 
care process?   
Limited research directly or specifically addresses this question.  There 
are a few U.S. studies that examine barriers and facilitators to culture change 
generally but not resident choice specifically. (Robinson & Rosher, 2006; Scalzi, 
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Evans, Barstow, & Hostvedt, 2006; Shield, Looze, Tyler, Lepore, & Miller, 2014; 
Sterns, Miller, & Allen, 2010)  Qualitative investigations more relevant to resident 
choice and to challenges in realizing it are based outside of the U.S.  One 
Norwegian focus group study queried nursing home staff about their techniques 
for avoiding coercive behaviors (such as use of physical and chemical restraints). 
(Gjerberg, Hem, Forde, & Pedersen, 2013)  However, this examination focused 
on staff preventing rather than actively promoting resident choice.  Two other 
international studies centered on daily life choices but were circumscribed to 
highly specific choice domains.  A Canadian study used staff and resident focus 
groups to gain insight on resident hip protector use within a patient-centered 
framework of personal choice. (Sims-Gould, McLay, Feldman, Scott, & 
Robinovitch, 2014)  Luff, Ellmers, Eyers, Young and Arber (2011) conducted 
qualitative interviews and diary-keeping exercises with U.K. nursing home 
residents about the length of time spent in bed at night.  Analyzing resident 
diaries identified factors influencing “in-bed” time.  Interview data revealed 
residents’ perceived lack of choice in this daily living domain.  Another study, 
again based within the U.K., most accurately matched the topic of staff promotion 
of resident choice in daily life. (Finlay, Walton, & Antaki, 2008)  However, the 
study did not look at this question within the context of nursing home staff-
resident interaction but rather within the context of interactions between service 
providers and individuals with intellectual disabilities. 
Our study seeks to redress this identified research gap on issues U.S. 
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nursing home staff face in realizing resident choice in daily life.  A qualitative 
approach was employed given the understudied nature of this topic and given the 
benefit of gaining staff members’ insider perspectives.  We interviewed a 
convenience sample of staff from two purposively sampled Veterans Health 
Administration (VHA) Community Living Centers (CLCs, i.e., nursing homes) as 
part of a larger “parent” study. 
METHODS 
We established our research question prior to conducting the study’s 
interviews.  Deci and Ryan’s (1990) self-determination theory (SDT) guided our 
framing of this question.  SDT asserts that autonomy is an innate, universal and 
psychological human need.  Kasser and Ryan (1999) empirically tested aspects 
of SDT in the nursing home setting.  These authors found an important impact of 
staff “support” of autonomy in bolstering resident autonomy and in bolstering 
resident psychological well-being.   
One can infer the importance of staff support of resident choice from this 
framework; resident choice as defined in this paper consists of a sub-set of 
SDT’s “autonomy.”  Thus, we posed our initial research question as: “What are 
the barriers and facilitators to realizing resident choice in daily life from the 
nursing home staff perspective?”  Our research question evolved during data 
analysis, a process supported by qualitative research methodology. (Maxwell, 
2013)  Investigating barriers and facilitators to realizing resident choice proved a 
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simplification of real-life complexities; obstacles to resident choice involved 
competing tensions rather than a pure dichotomy of barriers and of facilitators.  
Thus, we adjusted our research question to the following: “What tensions exist to 
realizing resident choice in daily life and what resolutions to tensions exist from 
the nursing home staff perspective?”  This paper’s final results seek to answer 
this question.  No a priori hypotheses were established given the exploratory 
nature of our inquiry.   
Study Design 
Our staff interviews were semi-structured in nature.  They were conducted 
at two purposively sampled VA CLCs; the sampling scheme required that the 
sites be in the process of planning or constructing CLC homes based on the 
Green House Model.  (The Green House Model is a well-established, innovative 
approach to providing nursing home care; it espouses and operationalizes PCC 
ideals.)  We obtained Institutional Review Board study approval from the 
investigators’ sites and the CLC sites. 
 Participants 
A convenience sample of CLC staff members participated.  Eligible 
participants consisted of all CLC staff members (i.e., nursing staff, rehabilitation 
therapists, social workers, psychologists, physicians, chaplains, activities staff, 
housekeeping staff, and administrative staff).  Senior leaders (i.e., CLC Associate 
Chief Nurse, CLC Medical Director, service line chiefs, and Medical Center 
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Director) were also eligible.  We thus triangulated our findings across two sites, 
across multiple disciplines, and across hierarchical levels related to job position. 
 Recruitment 
J.A.P. orchestrated recruitment logistics.  Recruitment involved posting 
flyers, sending staff an introductory e-mail from the CLC Director and three 
recruitment e-mails from the Principal Investigator (C.W.H.), making 
announcements at staff meetings, and inviting staff individually through face-to-
face contact during site visits. 
 Interviews 
An experienced interviewer (C.W.H.) conducted the qualitative interviews 
during a site visit at each of the participating CLCs.  CLC #1’s site visit occurred 
in April 2011, and CLC #2’s site visit occurred in September 2011.  The 
interviews averaged approximately 45 minutes in length.   
The study’s staff interview guide is in Appendix B.  The interdisciplinary 
research team developed the questions based on a conceptual framework 
published by Hartmann et al. (2013).  Our resident choice-specific question 
asked staff to: 1) reflect on a time when they were not able to offer a resident 
choice, and 2) to describe what usually makes it hard for them or what usually 
helps them to promote such choice (See Box #1 below).  This specific question 
was not asked of senior leader participants; those interviews were still included in 
analysis since spontaneous discussions of resident choice emerged. 
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TABLE 2:  Staff Interview Question 
 
Think back on a recent time when you were NOT able to offer a resident a choice 
about his/her daily living (e.g., socializing, activities/entertainment, meals, moving 
around the facility, sleeping, medical or personal care, etc.) 
 Is it usually hard to find ways to offer residents choice? 
  IS USUALLY HARD:  What makes it hard to offer residents choice? 
  IS NOT USUALLY HARD:  What helps you to offer residents 
choice? 
 
Data Analysis  
Interviews were digitally recorded and transcribed at a later date.  CLC 
#1’s interviews were transcribed verbatim.  Those from CLC #2 were initially not 
transcribed verbatim due to limited resources; rather, they were transcribed into 
incomplete sentences while still capturing the full meaning of what was said.  
Interview quotes from this CLC were subsequently transcribed verbatim if 
selected for the Results section; in this case, we iteratively reviewed our prior 
interpretations of the selected quotes once in their verbatim form.  NVivo 10, a 
qualitative analysis software program, was used to analyze all of the transcripts. 
Interviews often resulted in spontaneous discussion of tensions and resolutions 
in realizing resident choice independent of the specific questions devoted to the 
subject; thus, entire interviews rather than a sub-set of data were analyzed. 
We chose an analytic method appropriate to our research question, a 
modified Grounded Theory approach.  Our approach was “modified” from the 
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traditional method in that we employed Grounded Theory elements not in the 
data collection stage but only in the data analysis stage. (Foley & Timonen, 
2015)   Data analysis began with J.A.P. repeatedly reviewing the staff interview 
data to identify inductively emergent codes, categories from those codes, and 
overarching concepts from those categories. (Charmaz, 2006)  During this 
process, J.A.P. developed a preliminary codebook with code labels and 
definitions as recommended by DeCuir, Marshall, and McCulloch (2011).  The 
codebook was refined iteratively with repeat transcript coding by and consultative 
discussions with C.W.H.   
The constant comparative method also guided the analytic efforts.  Prior 
data were constantly re-analyzed in light of codes that emerged in later analysis; 
thus, interviews coded earlier in the process were re-coded later on as the 
codebook developed into its final form. (Charmaz, 2006)   
Additional research team members (V.A.P. and D.R.B.) provided input on 
the final thematic structure and supporting citations from the interview data until 
consensus was reached. 
RESULTS 
Twenty-six senior leaders, nursing staff members, clinicians, and 
supportive staff members were interviewed. (See Appendix C for “Staff Sample 
Characteristics”)  Interview participants discussed a number of themes regarding 
tensions in realizing resident choice and resolutions to choice-related tensions.  
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(See Appendix D for “Qualitative Themes - Tensions” and Appendix E for 
“Qualitative Themes - Resolutions”). Tensions were situated at three levels: the 
intra-personal, the inter-personal, and the organizational.  Intra-personal tensions 
revolved around issues within one particular resident, such as resident personal 
characteristics, resident basic needs, and resident medical and safety needs.  
Intra-personal tensions also emerged from within a particular staff member, such 
as staff mental models, staff personal and professional needs, and staff work 
demands.  Inter-personal tension to resident choice surfaced between residents 
and staff.  Facility routines and policies represented tensions at the 
organizational level.  Of note, inter-personal and organizational tensions were 
raised by staff much less frequently than intra-personal ones.  There were a host 
of resolutions mentioned. They consisted of preventive practices, staff and 
resident education, staff reinforcement, staff deliberation, stakeholder 
collaboration, and supportive leadership. 
INTRA-PERSONALLY-SITUATED TENSIONS 
 Resident Personal Characteristics 
 
Resident personal characteristics created varying contexts for resident 
choice.  Three examples below illustrate how rationales and methods for 
achieving resident choice can differ by a resident’s gender, age, or functional 
capabilities. One participant discussed the Green House Model which stresses 
housekeeping activities rather than activities which men may typically have 
engaged in at home.  Green House Model implementation within the VA may, 
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according to the interviewee, encounter gender-based differences in resident 
choice: 
“And so the Green House Model fosters that kind of mythology that 
you should cook every meal in the Green House.  You should- and 
everybody should- be happy about folding clothes and doing this 
and doing that and, and the- I don't think they get guys.” 
[Interviewee #01] 
Another participant reflected on the impact that a resident’s age can have upon 
promoting resident choice appropriately: 
“In our particular facility, you have lots of young veterans who are 
not at the end of their lives, totally not at the end of their lives.  And 
yet they make these poor decisions that will shorten their lifespan, 
and that to me is the big conflict.  You know, we’ve got an 89-year-
old lady who has diabetes and wants to eat a Moon pie once a 
week.  Fabulous, let her do it.” [Interviewee #02] 
A few participants cited residents’ impairments as influencing staff approaches to 
resident choice.  For example, one participant mentioned resident limitations in a 
dementia unit as a complicating factor: 
“But a unit like this, we have to have, you know, boundaries.  Some 
of these guys need a set routine.  You know, we have to tell, like 
[resident’s name].  We have to tell him when to get up, you know, in 
the mornings.  We have to tell him, ‘Well c’mon, let’s go lay down.’  
You know, we have to tell him, ‘Here’s your breakfast.  You have to 
eat,’ you know.  We have to [inaudible word] guidelines over here, 
but it seems like they want it to be just, you know, whatever they 
want when they want it.” [Interviewee #03] 
As seen above, staff comfort with resident choice is not a fixed construct 
but one that varies by resident characteristics. 
Resident Basic Needs 
A resident’s basic needs, such as adequate nutrition, competed with 
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realizing resident choice.  This occurred when a resident chose a less healthy 
food option over a healthier one, as one participant noted: 
 “Let's take food for instance.  You know, preference of what kind of 
food someone prefers.  Someone likes to eat a lotta nachos.  Well, 
that's fine if a patient prefers with- to eat junk food to a point, you 
know, or pop.  We make sure that we provide them what they 
prefer.  Now again we need to make sure that they're safe and that 
they're receiving other nutrition too that needs to be offered to 
them.  But again it's their choice.”  [Interviewee #04] 
 
A resident’s choice to sleep also competed with his/her need to eat for 
sustenance: 
 “…our veterans, they get to stay in bed a little later.  They can eat 
breakfast later.  It’s more to their preference.  But also we have to 
realize that they have to be in line in the care for their safety: not to 
let them sleep too long, to make sure that they get all their meals 
and everything they need. Because some of ‘em will, you know, 
they’ll just sleep all day because, you know, their diseases and 
stuff.”  [Interviewee #05] 
 
Staff perceived tensions between honoring resident choice and providing 
residents with even the most elemental components of care. 
 
Resident Medical & Safety Needs 
Tensions extended beyond just resident basic needs with choice to 
include resident medical and safety needs with choice.  This staff perception 
arose particularly within the context of a resident’s diet.  One participant stressed 
tensions with regard to diet liberalization: 
“So when he [a particular veteran] gets here with cultural 
transformation, do we allow for a liberal diet, or what is our role?  
Well, I think first we're caregivers, and so I would think it would be 
neglect on our part to come in and say, ‘Eat whatever you like.’"   
[Interviewee #06] 
 
	
48	
Another participant saw an urgent need to limit resident choice when the 
resident’s health was significantly at risk: 
“…I don’t think we should let people eat themselves to death.  So 
that we have patients that are on the units with their baseline 
diseases that they actually came in here for to be treated with at 
baseline, but now they have five new chronic diseases that they’re 
being treated for because they’re eating themselves to death. And 
it’s just okay.”  [Interviewee #07] 
These examples capture staff member views of how resident choice can 
conflict with and even exacerbate resident medical and safety concerns. 
Staff Mental Models 
  Differing Views of the CLC’s Mission 
Participants expressed contrasting views on the mission of the CLC.  The 
CLC was described as elementally a medical facility or, in contrast, the resident’s 
home.  These views reflected the perceived appropriateness of resident choice 
within the CLC environment.   
Envisioning the CLC as a medical facility curtailed staff support of resident 
choice.  One participant explained: 
“I think the same dieticians were very- had a lotta difficulty in trying 
to deal with the old medical model wherein you, you know, you tell 
a patient what to eat and you have control over them.  So you- 
because they're inpatient and they are gonna eat what you tell 'em 
to as opposed to having patient preference.” [Interviewee #01] 
 
Another participant portrayed the CLC’s central medical mission as limiting the 
CLC as a home and, thus, as limiting resident choice: 
“… the old medical model would be that he would be on a proper 
diet, and he would eat within that diet prescription.  He would not be 
saying ‘…I can have whatever I want.’  You know, ‘This is my 
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house and this is what I would do at home.’  And the reality of it is if 
the people were at home, they would not have a nurse, they would 
not have a dietitian, they would not have a physician, a speech 
pathologist, all the therapies that we have here.  They would not 
have that in their home, so clearly they need to be here for a 
medical reason…” [Interviewee #02] 
Two staff members explicitly described the CLC as the resident’s home.  
They saw clear possibilities for resident choice.  One individual saw a home-like 
environment in the CLC, bolstered by medical supports, as allowing choices 
residents would have made in their own homes: 
“And I do believe that if- I mean it's a line to draw with certain stuff.  
But just say for instance you got a patient that used to drink maybe 
a [sic] ounce of wine every night and he wants to do that?... I think 
[inaudible word] doctor should look at his meds…and whatever 
that's what he been doing when he was at home, and then nothing 
happened, so why not do it here?  This is your home.” [Interviewee 
#08] 
Another participant de-emphasized the medical model as the CLC’s focus, 
championing the home-like model and resident choice: 
“We go back to what do we need to do to support what the veteran 
desires…this is their home.  It's long term care.  We're not here in a 
curative… manner.  It's a patient or a veteran who's here for long 
term.  It's his home.  What can we do to provide a home-like 
environment that allows that veteran to make choices?” 
[Interviewee #04] 
Throughout these examples, staff described the mission of the CLC as 
either medically-driven or as fostering a home.  The former mission limits 
resident choice while the latter mission enables resident choice.   
A Spectrum of Views on Resident Choice 
 Participants also demonstrated a spectrum of viewpoints towards resident 
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choice itself: being resistant, seeking balance, being creative, and feeling 
uncertain as to implementation.  These viewpoints tempered staff members’ 
ability to realize resident choice.   
Being Resistant 
 One participant depicted VA’s shifted focus to resident choice as 
challenging staff members’ prior understandings: 
“Well, you know, if I’d grown up at the VA, and it’s all I’ve known, 
and all of a sudden you’re telling me to change the way that I take 
care of patients.  And ‘Oh my God, they’ve got a choice?  About 
what they eat and when they go to sleep…’  That’s a difficult 
transition for anybody.” [Interviewee #09] 
Seeking Balance 
A couple of participants found resident choice more acceptable when 
balanced with competing demands, such as medical and safety needs.  In both 
circumstances, the staff members described resident choice within the context of 
a resident’s diabetic condition.  For example, one participant opined: 
“I would like to see more of a balance between honoring special 
requests, honoring preferences. I would like to see that be more 
balanced with what is in their best interest medically.  So, for 
example, the person with uncontrolled diabetes.  If he enjoys a 
piece of cake…let’s say once a week that he wants that piece of 
cake. I’m okay with that as long as when he has the cake he 
doesn’t have the roll, the rice, and the corn at the same time. 
Because it would be honoring what he enjoys not on an everyday 
basis, but at the same time we’re looking out for his blood sugar 
and that he does not require additional sliding scale insulin because 
his blood sugar is now 600.  So I would like to see more of a 
balance of, you know, meeting in the middle and not just all bets 
are off.  You know, ‘do as you want’ because honestly the veterans 
think that.” [Interviewee #02] 
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A second participant also wanted a better balance between medical and safety 
needs with resident choice.  Both can be realized, if approached in moderation: 
“’You think that you don’t have diabetes because you haven’t lost a 
leg, but the rate that you’re going, it’s coming soon. So I know that 
you like to eat three breakfasts.  Let’s try two, let’s try two, and if we 
could try two, I can give you less of that medicine that you think is 
trying to kill you.  And then you’ll be happy because you’re getting 
less of that med, and you’re gonna feel better.  Not taking it away.  
You still have grits, your bacon, your pancakes, your eggs.  Please 
eat it, just eat it twice instead of three times.’  To me that’s what 
cultural transformation should be.  A little bit of both mixed…” 
[Interviewee #07] 
 
Being Creative   
Two other participants demonstrated creative thinking towards realizing 
resident choice in the face of competing demands.  One interviewee 
demonstrated how her creative viewpoint led to creative behavior when trying to 
foster choice for a resident who smokes:    
“I just feel like it just takes some creativity and thinking out of the 
box... You have to look at each situation differently...”  [Interviewee 
#10] 
Another interviewee revealed how her creative thinking drives her efforts in 
promoting choice for residents with swallowing risks:  
“I’m pretty creative with it, and nobody stops me.  I mean, as long 
as it’s thickened to the right level…And I can’t get the hospital to 
buy the Crystal Lite, but I can get families to do it. Or I get the funds 
from the Disabled Vets and go over to the commissary and buy the 
Crystal Lite flavoring.  ‘You want iced tea? You want peach iced 
tea?’  You know what I mean?  So you just kind of work 
things…I’ve been here 27 years, I have a lot of contacts in the 
hospital.  You just work it.”  [Interviewee #11] 
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Feeling Uncertain 
Participants did not always express definitive beliefs about resident choice 
and its appropriateness in the CLC.  Uncertainty about how to appropriately and 
effectively implement resident choice was raised several times.  Participants 
expressing these beliefs often said they would turn to their supervisor or team 
members for guidance and do “as they were told”. 
One participant, along with others, discussed where to “draw the line” on 
realizing resident choice: 
 “A lot of people, when I do the learning circle, they ask me, 
‘Where’s the line?…Where do we stop?  Do we continue to just 
give them everything they want?  Let ‘em sleep all day and not eat?  
Or do we get ‘em up?  Let ‘em eat.  Sit ‘em up for a couple of hours 
and let ‘em go back to bed.’” [Interviewee #05] 
Another common refrain was “what do you do?” as participants considered how 
to promote resident choice in the face of other competing needs.  To 
demonstrate, one staff member explained:   
“I mean, what do you do?  It’s a big tug of war between letting them 
do what they want to and then taking care of them as far as the 
medical issues and keeping them safe.” [Interviewee #02] 
 The above examples highlight a spectrum of underlying staff views that 
can weaken (i.e., being resistant and feeling uncertain) or strengthen (i.e., 
seeking balance and being creative) the realization of resident choice.   
 
 Staff Personal & Professional Needs 
 
 Tensions also existed between staff-based needs, either personal or 
professional, and resident choice.  Staff personal needs were raised on one 
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occasion.  They referred specifically to the end of a staff member’s work shift and 
what that meant for resident choice: 
 “’I don't have to get up when I want to.  I don't have to go eat when I 
want to…I don't have to take a shower- get ready.  I don't have to 
do this.’  But we're on a time schedule- and then when they wanna 
do it… it's about time for me to get off…It's a quarter to eight.  I get 
off at eight o'clock.” [Interviewee #08] 
Staff professional identity also created tensions with resident choice.  
Several participants portrayed a cognitive dissonance between one’s identity as 
a caretaker or provider in light of resident choice: 
“I think that…that people have different philosophies.  They have 
some- it might be harder for those people who see themselves as a 
caretaker because in cultural transformation, you’re no longer 
seeing yourself in the role of being a caretaker.  You’re more like a 
personal assistant to a veteran.” [Interviewee #10] 
As expressed earlier, participants felt uncertain about how to offer resident 
choice when tensions arise.  Here again, a participant touched upon this sub-
theme while also explaining the conflict between professional identity and 
addressing resident choice. 
“… well, you’re the health care provider… you know their condition, 
you know the situation.  You need to do what’s best for them.  But 
then on the other hand, it’s cultural transformation, givin’ ‘em what 
they want...That’s the question we’re still asking and trying to find 
an answer for.” [Interviewee #03] 
 This theme supplements our understanding from themes mentioned 
earlier about resident needs playing a role in the realization of resident choice.  
Staff personal and professional needs can play such a role as well.   
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Staff Work Demands 
Staff work demands also limited the possibilities of offering resident 
choice.  Such work demands included an inadequate staff to resident ratio 
accompanied by a large number of tasks per resident.  One participant described 
such a possible situation within the context of medication pass: 
“But you got one LPN doing med pass on a 30-plus bed unit.  And 
everybody’s got 15 to 39 meds.  It can take two hours to do the 
med pass.  And let’s not forget that we now have patient choice, so 
there’s no regular med pass anymore.  Med pass can go on all day 
because you would like your meds at 8:30, he wants your meds at 
6.  You would like to have yours after breakfast, and I don’t like 
coming back before I can give any, the meds, but today there’s only 
one med nurse and two nurses called in, so there’s one RN, one 
LPN, three CNAs.  And we’re gonna handle all 30 people because 
somebody called in.  And every other unit, they don’t have anybody 
to extend the help.  So we’re doing the best that we can.” 
[Interviewee #07] 
As depicted here, staff can experience great strain in meeting work 
requirements (e.g., a large, medically-compromised census alongside 
inadequate staffing levels).  This may be exacerbated when the wish to 
implement varying resident choices is incorporated into work requirements.  At 
these times, staff view optimizing resident choice as difficult logistically. 
INTER-PERSONALLY-SITUATED TENSIONS 
Staff-Resident Power Dynamics 
Power issues between staff and residents inevitably create an inhospitable 
environment for resident self-determination.  As one participant noted, staff who 
want to “control” residents may innately work against resident choice: 
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“…some of the barriers [to choice] that we talked about- some staff 
feel that they have to be in control…And it’s just like a power 
struggle with some of our staff.  And I’ve seen this especially so in 
some of our male nursing assistants, the older male nursing 
assistants who were military, who are veterans themselves, who 
have more of a firm approach with the residents. It’s like, ‘I have got 
to be in control.  You know, you do this, you do that,’ that type of 
thing.” [Interviewee #12] 
 This sub-theme was not well-represented in the interviews but marks an 
important concept, nonetheless.  An asymmetrical power differential exists 
between staff and residents whereby staff can assert their control over the 
residents who are dependent upon them.  This clearly creates a tension for the 
realization of resident choice. 
ORGANIZATIONALLY-SITUATED TENSIONS 
Organizational Routines 
Organizational routines also complicated realizing resident choice.  These 
routines may relate to those of the staff or those of the resident.  A few 
participants referred to staff members’ routines as a complicating tension.  For 
example, staff might be wed to their work routines and react negatively to wake-
time choice for residents: 
“It’s just because you, you’ve worked this way for 20 years.  You 
got ‘em up at 5 o’clock…‘I’ve done that for 20 years, and now 
you’re telling me that I’ve got to change my entire routine, so that 
they can sleep till 9 o’clock?  Really?  Seriously?  Well, what’s that 
gonna do to my work day?  Well, you’re not gonna [inaudible word] 
me anymore if you’re gonna let ‘em sleep all- that’s just what it is.’” 
[Interviewee #09] 
Some participants pointed to rigid daily schedules for residents as raising 
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tensions with resident choice.  One participant in particular, when asked about 
choice related to waking times, noted: 
“There’s a couple of ‘em that get up anytime they want…but the 
others we start getting ‘em up at around 6 o’clock in the morning.  
Some of ‘em, they get up at 5 in the morning.  When I come from, 
let’s say, first shift, and I have to work 3rd shift, and you’re assigned 
a certain load of people.  I know in my mind, ‘Ok, well I got this 
whole list in order to get through it all and have everybody up and 
into the dining room by 7:15, I need to start at 5 o’clock in the 
morning.’  Because I’m not just gonna take a resident and get ‘em 
up and just slap clothes on them and stuff. I’m gonna clean them up 
and make sure they’re freshened up”.  [Interviewer: “There’s no 
choice about that?”]  “No, you’re either in there, or you don’t get 
your [breakfast] tray.” [Interviewee #13] 
 Rigid organizational routines can hamper the goal of resident choice.  
Staff may be accustomed to working within a fixed organizational schedule, and 
residents’ daily lives are then structured to fit into these fixed organizational 
schedules.  In either case, rigidity of routine can conflict with residents’ basic 
choices like sleeping and eating times. 
Organizational Policies 
 Organizational policies, such as medically-prescribed protocol, conflicted 
with realizing resident choice.  For example, from the CLC provider down to the 
CLC kitchen, food orders embodied this tension.  One participant noted that this 
tension can lead to inconsistent staff behaviors: 
 “He is a very large man, very tall, big man, very kind and when he 
goes into the buffet style dining and he says he’s still hungry, and 
he wants something else to eat, his preference is meat, and so he 
gets it.  Well, what we are doing for this gentleman is honoring his 
request and making him have- giving him satisfaction.  However, in 
the medical records, he has a prescribed diet, an order of a limited 
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protein diet, and we are not doing it.  We are not doing it, and that 
really bothers me.  Because if we have an order in the chart, it is no 
different than a medicine, you know breathing [inaudible word], 
whatever it may be.  It is an order and we need to adhere to that 
order. If we’re not going to adhere to the order than we need to 
change it.  But you can’t get a great deal of support in changing the 
order and say: ‘No, give him a regular diet,’ because that’s not what 
he needs.” [Interviewee #02] 
 
Similar inconsistencies in implementation of medical orders vs. resident choice 
were witnessed within the facility’s food service. One participant explained: 
 “The meals have changed because, you know, usually they bring 
the trays.  Now they have the buffet style dining.  So there’s a little 
lengthier [inaudible word] doing the meals at lunch time.  But I like it 
because it gives them a choice of what they want even though they 
still have the little meal tickets that they bring, and they’re supposed 
to go by the meal tickets. And some of the kitchen workers will say, 
‘Well, we have to give ‘em what’s on the ticket,’ but some of ‘em will 
let them choose what they want.” [Interviewee #03] 
 
 The examples above highlight how organizational policy, such as medically-
ordered protocols, does not necessarily translate into consistent practice.  Diet 
orders may or may not contradict a resident’s choice for what to eat.  And these 
diet orders may or may not be followed by staff (and residents) due to resident 
choice.  This fact underscores the confusion and the tensions staff can feel 
towards following organizational policies versus realizing resident choice. 
 
 RESOLUTIONS 
 
Preventive Practices 
Preventive care practices can be implemented to address medical and 
safety concerns that appear to conflict with resident choice.  Such 
implementation dissipates the perceived need to limit resident freedom for fear of 
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pressure ulcers or falls, for example.  Pressure ulcers can be prevented, for 
example, while still allowing for resident choice, as one interviewee argued: 
“Our incidence of pressure ulcers is minimal, below national 
average.  And the importance of educating, you know, the staff and 
the…veteran on the, you know, moving and changing positions 
and- but again…there's a particular veteran at one CLC right now 
who prefers to be in bed.  So we make sure that there's the right 
mattress.  We make sure that they're, you know, that the patient is 
offered opportunities to move around that…environment.  But he 
chooses to be in the bed versus being up in the day room in a 
wheelchair.  That's his choice, and he's allowed to make that 
choice.” [Interviewee #04] 
Another participant delineated how prevention efforts can facilitate resident 
choice in the face of fall risks: 
“…our falls increased, and one of the reasons that we surmised 
that they increased was that- because we allowed our residents 
more freedom to, you know, to move about as they saw fit: to go 
into their bedrooms when they wanted to, to get up when they 
wanted to.  And we did see an increase in falls, especially on our 
[unit name].  We acknowledge that we will probably see that as we 
allow our residents their preference - to follow their preference - 
and we’ve just sort of accepted it.  So our strategy went to what can 
we do to prevent injuries.  If there are falls and then, you know, 
that’s when we would go into like low beds, you know, looked at our 
type of furniture, looked at the foot wear, you know, encourage 
residents to have on their shoes and not walk in socks and things of 
that nature.” [Interviewee #12] 
 As seen above, preventive practices provide staff with the tools to address 
both resident choice and resident medical and safety concerns, countering 
perceived conflict between them. 
Staff & Resident Education 
Staff and resident education is sometimes used to resolve tensions in 
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realizing resident choice.  In the examples below, education focuses on staff 
training in resident rights and resident training in safety such as modified diet 
textures and infection control practices. 
Staff education about resident rights was cited as sensitizing staff to 
supporting resident choice: 
“It’s [residents being listened to] gotten a lot better here. I just 
remember years ago the Nurses and the Nurses’ Aide would just 
tell the patient what to do.  Now it’s like ‘Mr. So-and-So, do you 
want this now, or do you want to wear this? Do you want to get up 
now, or do you want-’  Along the lines of being educated about 
patient rights.  It’s working.  It’s really making it nice for the patients. 
So they don’t feel so institutionalized.”  [Interviewee #11] 
Resident education, in turn, was identified as teaching veterans the reasons for 
making healthier choices for themselves.  For example, when asked about 
choice surfacing as an issue for patients with swallowing problems, one 
participant stated: 
“That happens – and depending on how chronic their swallowing 
problem is gonna be – I kinda try and prepare them for it.  But the 
other thing is usually I try and show patients the videotape- if I have 
time- the videotape of the modified barium swallow, the x-ray study.  
So that they can actually see what’s happening. Because it’s hard 
for them to accept the special diet unless they really can see the 
concept of what’s happening.  Maybe you can show them that 
they’re aspirating, and then you show them when you gave them 
thickened liquids, ‘See it didn’t happen.  It didn’t go anywhere that 
time.  You see, that’s how it helps.’  …If they really don’t want it, we 
say ‘Ok, that’s a recommendation, but you have a choice.  You 
don’t have to take it if you don’t want it.’…They can refuse easily, 
but I try to make sure there’s enough education around so that if 
they are refusing, they are making an educated guess- an educated 
decision- because I don’t want ‘em just to refuse to refuse or just to 
refuse because it tastes awful.”  [Interviewee #11] 
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Educating residents on how to follow infection precautions was also noted as 
facilitating staff promotion of resident choice.  A participant explained how this 
strategy allowed staff to support maximal resident mobility for patients in contact 
isolation: 
“…because this is their home we don’t restrict them… the vets are 
allowed to- because this is their home, it’s a home-like environment 
– they’re allowed to go about their business.  So if they have 
MSRA, let’s say, in the nose -  that means they’re colonized, don’t 
have any type of infection, meaning they don’t have a wound that’s 
draining and tested for MSRA – they’re free to go and roam 
anywhere...We don’t restrict them to their room.  I do expect that 
the nurses teach them, and I teach them also, that if they are in 
isolation I expect them to have clean clothing when they go about 
their business throughout the day, and frequently wash their hands, 
and not share their personal items.” [Interviewee #14] 
One participant expressed what seemed to be the futility of resident education 
about safety concerns.  Her description represents a disconfirming case of how 
effective education can be in addressing perceived tensions: 
“If I’m not supposed to implement these things that would be better 
for [the safety of] the veteran, what am I doing?  All I’m doing is 
providing education?  That’s what I do and so I had to make peace 
with that.  That at this point where we are in the journey, if I provide 
education and document that I provided that education, and they 
were not receptive, there is nothing more I can do.” [Interviewee 
#02] 
 This sub-theme reflects both how staff and resident education may 
transform a potentially unsuccessful resolution of choice-related tensions into a 
successful one and how, on the other hand, it may only have a nominal effect in 
resolving choice-related tensions.   
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Staff Reinforcement 
Staff reinforcement represented another resolution to choice-related 
tensions.  Interview participants elaborated on internal forms of reinforcement of 
supporting resident choice (i.e., empathy and professional identity) and external 
ones (i.e., resident feedback and performance measures).  A staff member 
explained how his/her own empathetic feelings with veterans were internally 
reinforcing: 
"You know, they come to me and ask me sometime [sic] to do stuff 
that they won't even ask the nurses.  And I really wanna say, ‘You 
just [inaudible word] your nurse!’  But hey, who cares?  'Cause we 
did have a problem with management about that.  And I was like, 
‘You outta your mind.  That dude's a vet like me.  I'm a disabled vet.  
He's a disabled vet.  And if I can't mop a floor 'cause he needs a 
cup of water, then the floor won't get mopped!’” [Interviewee #15] 
Participants’ own professional identity also served as internal reinforcement.  The 
following quote demonstrated this view: 
“I’m trying to see myself as, you know, a glorified personal 
assistant.  I don’t take care of you.  I don’t tell you what to do.  I, 
you know, I’m not your counselor or your guide. I’m just here to 
offer- go get you a cup of water if you want it.  But you decide how 
many pieces of ice you want in it, and you tell me what to 
do…That’s really how I’m trying to perceive myself as.  I’m trying to 
change my philosophy.  How I see the residents.  If I say to myself, 
‘I’m your personal assistant,’ then that’s making us equal...Making 
us partners in this process.” [Interviewee #10] 
External reinforcement also played a role in staff promotion of resident choice.  
One participant described how resident feedback sustained his/her motivation to 
support resident choice: 
“The comments I’ve gotten from my residents and their family 
members…They’re pleased.  They enjoy- and, you know, it’s just 
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like something as simple as, ‘Oh, I got to sleep till 9 o’clock this 
morning. Ms. [interviewee’s name], when I got up the nurse gave 
me a sausage biscuit and a hot cup of coffee and a newspaper, 
and I was fine.’  And he was so excited, whereas before, at 6 
o’clock, it’s time to get up.  You know, ‘I gotta clean up, get you up, 
dress you and lock your bedroom door,’ that type of stuff.  So to 
see the input from the residents …Yeah, it really makes it all 
worthwhile.” [Interviewee #12] 
One facility used performance measures to outline expectations of staff with 
regards to resident choice efforts.  An interview participant provided detail on this 
approach: 
“Because such transformation is part of our performance plan, I 
measured their involvement with the residents by they have to turn 
in a weekly patient-centered culture transformation worksheet on 
activities that they do that centered around the patient’s 
preferences....And that has been going on about a year…It’s a 
performance measure, so I have to kind of stay on them…My 
slackers know they’re slacking and what the expectations are, and 
they’ll pick up.” [Interviewee #16] 
We see in these examples how reinforcement, both internal and external, 
can motivate staff to prioritize resident choice in their care provision. 
Staff Deliberation 
Staff deliberation is defined here as reciprocal staff dialogue focused on 
shared problem-solving.  Some interview participants cited deliberation, whether 
informal or formal, as an important means to resolving tensions staff felt about 
providing resident choice.  For example, one interviewee highlighted the need for 
informal staff dialogue: 
“If a staff person doesn’t agree with that [resident choice], there 
needs to be dialogue about it and maybe a reassignment.  I mean, 
you know, if you're not comfortable taking care of that veteran then 
maybe somebody else needs to take on that position for you at this 
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home. ...You have conversations.  I mean that's something that 
needs [inaudible phrase] talk about…it's never gonna be a situation 
where everybody's gonna feel correct or right or comfortable with 
the decision until we go back- it's, it's patient centered.” 
[Interviewee #04] 
The organizational structure of formal ethics committees, in particular, was noted 
as supporting deliberation about resident choice-related tensions.  One 
interviewee stressed the importance of this formal structure when liberalizing 
residents’ diets: 
“And so I think between having that discussion and having that 
opportunity for discussion- provides some sanctuary and safety for 
the person who's really uncomfortable. If they wanna bring in 
something- if it really makes them very uncomfortable and they 
wanna bring it before the ethics committee, that's fine.  I mean then 
they should do that.  And then, if that helps them, if their peers 
saying ‘Yea’ or ‘Nay’ to their concerns helps them feel more 
comfortable with adopting that then…It's not going to be on their 
license.  They've checked, and they've found that this is okay to do 
from a peer standpoint.  It gives them more of a safety feeling- 
psychological safety.” [Interviewee #01] 
 Staff deliberation can occur in a psychologically safe forum, either informal 
or formal, and assists staff in making the complex and nuanced decisions 
associated with resident choice.   
Stakeholder Collaboration 
Here collaboration refers to working cooperatively towards the goal of 
resident choice.  This sub-theme encompassed collaboration amongst several 
stakeholders, i.e., staff, residents, and family members, rather than just amongst 
staff.  One participant emphasized the need to make residents aware of their 
options and to work with residents directly to meet their choices: 
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“…I always give my patients choices. I say ‘Hey, do you prefer to 
be seen in the morning or afternoon?’  Rather than plugging them 
into the first open slot.  Because some patients, you know, aren’t 
morning people.  Some people have a while to warm up in the 
morning…A big thing is making sure that they’re aware of the slots 
and that they really can have choice…If they really want to be seen 
first thing in the morning, fine. They want to be seen in the 
afternoon, fine.  But even more than just saying, ‘Do you want to be 
seen in the morning or afternoon?’, you know, showing a schedule.  
And saying ‘You know, I have this open, this open, this open. What 
would you like?’  Because I think patients too often here feel like, 
you know, we cram down their throat their schedule and their 
appointments and who they’re going to see and when.  And they’ll 
be more cooperative and more receptive to therapy if they have a 
lot of choices...” [Interviewee #11] 
Staff also enlisted family members to realize resident choice.  The same 
interviewee actively involved family in providing residents with preferred food 
options in the face of medical concerns: 
“You try and keep the patient happy as well as compliant….Special 
diet is a big thing, no doubt…I try to find out what their favorite 
foods are...Sometimes I’ll get wives to puree certain things at 
home.  Like if they say, ‘Oh he used to eat spaghetti and meatballs 
every other day.  He has to have that.  He loved it.’  Well, ‘How 
about- your spaghetti and meatballs obviously were his favorite, 
why don’t you puree it and bring it in, and we’ll heat it up or do 
whatever we have to do?’  Families are pretty good about that…”  
[Interviewee #11]  
Some staff members sought each other out, either through the chain of 
command or at the peer level, to problem-solve about barriers to resident choice.  
An interviewee elaborated on such a scenario: 
“For me, I go through my chain of command.  My staff come to me, 
and I start to take it up my chain.  So I go to my supervisor and say, 
‘Here’s the situation, how are we going to figure this out?’  And 99% 
of the time, she and I can brainstorm and figure it out.  If not, or 
 
	
65	
even if we think we can figure it out, she’ll usually say we need to 
check with the doc - whoever the doc is - just to keep everybody in 
the loop.  And the Nurse Manager for that neighborhood, to get 
their input.  We start to work things up the chain and 
laterally…sometimes I can just go to my lateral counterpart the 
Nurse Manager and say: ‘[Resident’s name] has this going on.  
What do you think I should do?  Do you have any ideas, or should I 
go to my supervisor?’ So when I go to my supervisor, I‘ll say ‘I 
talked to X or X, and this is what we think.  And what do you think 
before I proceed?’ So that seems to work.”  [Interviewee #17]  
 Stakeholder collaboration involved all of the concerned players in 
resolving choice-related tensions, whether that be staff, residents, or family 
members.  This sub-theme captures the wide-ranging efforts that can be 
employed to optimize resident choice despite competing tensions. 
Supportive Leadership 
Supportive leadership also played a role in resolving tensions around 
resident choice.  This included leaders leading by example or asserting their 
authority in support of resident choice. One manager felt she could foster optimal 
staff support for resident choice by adjusting her own actions: 
“So with culture transformation, you know, I’m having to do some 
self-readjustment, so that I can lead by example in allowing 
residents to be able to sleep. You know, if they want to sleep till 7, 
7:30, 8 o’clock, and then get up and get their meds, and we’ll find 
them some breakfast, fine.  So how it’s affected my job: I’m havin’ 
to make sure that my staff balance the two.” [Interviewee #12] 
Senior leaders also leveraged their positions to encourage managerial support of 
resident choice.  One staff member elaborated on a situation where this 
happened: 
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“They [housekeeping management] had this thing about you're not 
supposed to [address resident choice when it conflicts with work 
demands].  And we had a big meeting with the director, and he was 
like, ‘Culture transformation comes first.’  So that wipe- that cleared 
that right up…Yeah, that cleared that up right, so we didn’t have to 
be concerned about it.” [Interviewee #15] 
 Leaders supportive of resident choice can foster an environment that 
enables frontline staff to maximize resident choice despite existing tensions, as 
these examples show.  
DISCUSSION  
Numerous tensions and resolutions related to efforts at promoting resident 
choice surfaced during the interviews.  CLC staff discussed tensions at various 
ecological levels.  These levels were intra-personally-situated (within the resident 
or within the staff member), inter-personally-situated (between the resident and 
staff members), and organizationally-situated.  Existing literature has touched 
upon a number of these tensions.  However, no single study has pulled together 
these tensions comprehensively or organized them into a broader conceptual 
framework as done here.   A set of resolutions to choice-related tensions also 
emerged from the data: preventive practices, resident and staff education, staff 
reinforcement, staff deliberation, stakeholder collaboration, and supportive 
leadership. Once again, other studies have not explored these resolutions as a 
comprehensive whole.   
Our study adds to the extant body of literature in a number of ways.  
Similar to our work, existing studies have pointed to intra-personally-situated 
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tensions within residents.  Resident personal characteristics such as disease 
severity surfaced in our findings and in Luff et al. (2011); characteristics like 
resident physical and cognitive dependence can raise challenges to staff 
realizing resident choice.  Our research contributes a new finding related to 
resident personal characteristics: the influence of resident demographics.  Staff 
may need to promote choice differentially based upon, for example, an individual 
resident’s gender and age. 
Resident choice vs. resident medical and safety needs marked a salient 
intra-personal-to-residents tension in others’ work and in our work as well.  
Several previous studies have revealed how staff concerns about resident safety 
constrained staff in realizing resident choice. (Bland, 1999; Davies, Laker, & Ellis, 
1997; Palacios-Cena, et al., 2013; Palmer et al., 2012; Secker, Hill, Villeneau, & 
Parkman, 2003)  For example, staff may actively override resident choice about 
hip-protector use out of a sense of duty to keep residents safe. (Sims-Gould et 
al., 2014)  Throughout our interviews, staff conveyed uncertainty and divided 
feelings around this tension.  The tenor of these staff perspectives marks a 
notable contribution to the literature.  Staff were not necessarily unilaterally 
opposed to achieving resident choice in the face of medical and safety concerns; 
they were rather conflicted. 
In this vein, our research uniquely sheds light on staff mental models, a 
sub-theme encapsulated in the larger theme of intra-personally-situated tension 
within staff members.  Staff mental models conflicted within individuals and 
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across individuals.  First, some staff members were unclear on the key mission of 
their facility: was it a medical facility or a resident’s home?  Second, different staff 
felt differently about resident choice, assuming either a resistant, balanced, 
creative, or uncertain stance towards it.  The expressed polarity, lack of clarity, 
and uncertainty are of great concern.  Scalzi et al. (2006) validated this concern; 
effective culture change relies on the cohesion of enculturated members’ internal 
values.  
We found additional tensions intra-personally-situated within staff 
members.  Staff personal and professional needs competed with resident choice.  
This highlights a new dimension to realizing resident choice: the deeper internal 
conflicts staff encounter when trying to meet their own needs.  Sims-Gould et al. 
(2014) felt that staff attitudes related to promoting resident choice could benefit 
from training; yet our findings suggested that such efforts must acknowledge the 
potential underlying roots of such attitudes, including natural self-interest.  One 
study corroborated our finding of how work demands can compromise resident 
choice; Luff et al. (2011) documented a notable influence of inadequate staffing 
levels in imposed resident in-bed time.  
Our study pointed to inter-personally-situated tensions as well.  Power 
dynamics shaped staff promotion of resident choice, according to at least one 
participant, in that staff may feel a personal need to control residents.  This 
finding supports other authors’ discoveries.  Research has conveyed how 
relational issues like power dynamics hinder resident choice. (Finlay et al., 2008; 
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Luff et al., 2011; Sims-Gould et al., 2014)  The asymmetrical relationship 
between staff and residents creates this tension; residents largely depend upon 
staff to meet their needs and thus depend upon staff to do so with residents’ 
choices in mind.  This theme was not as salient in our work, nor were staff-staff 
power dynamics.  These themes may be hard to unearth due to difficulties 
capturing a high level of self-awareness and articulation in on-the-spot 
interviews; they may also seem to counter perceived social desirability amongst 
staff. 
Our research also resonated with prior findings on organizationally-
situated tensions such as facility routines.  Luff et al. (2011) found a similar 
result.  The authors documented with diary-keeping a significant association 
between resident “in-bed” time and staff shift patterns. Their subsequent resident 
interviews revealed how residents felt they compromised their own choice in this 
area of care. Our participants also cited organizational policies as an obstacle to 
resident choice, largely due to confusion around the primacy of medical orders 
and to inconsistencies in following them.  We did not find discussion of this 
particular issue in the resident-choice specific literature. 
Our study also explored resolutions to tensions in promoting resident 
choice.  Participants envisioned several resolutions.  Preventive practices 
represent a new flexible approach not previously cited in the literature.  By 
implementing such practices (e.g., providing appropriate mattresses and 
providing appropriate footwear), staff can find ways to prevent safety concerns 
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(e.g., pressure ulcers or falls, respectively) while still honoring resident choice; 
the two aims do not have to conflict but can co-exist.   
Culture change implementation research has highlighted several 
resolutions to tensions; we have newly found that these strategies can be applied 
to resolve tensions surrounding resident choice more specifically.  Shield et al. 
(2014) conducted qualitative interviews with nursing home administrators on the 
“why” and “how” of instituting culture change practices.  In particular, the 
following proved fruitful implementation practices: communication at all staff 
levels; formal efforts in staff education; and open, inclusive, decisive, and flexible 
leadership styles.  Our study supports these findings within resident choice 
promotion while additively underlining the (not always consistent) value of 
resident education and the value of formal communication channels (i.e., 
organizational structures) for staff deliberation. 
Scalzi et al. (2006) also identified effective techniques to implementing 
culture change generally from their qualitative investigation.   Similar to our 
resident choice-specific findings, these consisted of external staff reinforcement 
(i.e., incentives and rewards) and stakeholder collaboration (i.e., between all 
levels of staff and family members).  Our interviews enhanced upon these two 
themes; internal staff reinforcement (i.e., empathy and professional identity) and 
stakeholder collaboration that included residents proved beneficial as resolutions 
as well. 
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Limitations 
Our findings cannot be generalized beyond the VHA or even beyond 
CLCs that are in the process of adopting the Green House model or CLC units 
that serve those other than long-term stay residents (e.g., short stay rehabilitation 
or respite residents).  Nor can we establish links between staff mental models 
and perceived tensions and, in turn, between perceived tensions and potential 
resolutions.  Yet qualitative research, like this paper, does not and cannot aim to 
be representative or to establish causality.  Its strength lies in its ability to capture 
a rich, insider perspective on an underdeveloped line of inquiry.  
We did not incorporate resident views on tensions and resolutions within 
resident choice, as did Luff et al. (2011).  We did in fact conduct resident 
interviews as part of this study; however, our choice-related research question 
investigated residents’ preferred areas of daily life choice through a card sorting 
procedure rather than through open-ended interviews and were therefore not 
included in the qualitative analyses.   
Previous research on nursing home resident choice has focused on highly 
specific choice domains.  Our research question about resident choice in general 
might obfuscate important differences across choice domains.  Even so, 
consistent and broad themes arose in our data analysis that crossed several 
choice domains (for example, personal care, sleeping habits, meals and snacks, 
and recreational activities). Our approach allows us to consider resident choice-
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related tensions and resolutions comprehensively and within an ecological 
framework.   
CONCLUSIONS 
This unique study advances our understanding of staff realizing resident 
choice, a process increasingly conceptualized as leading to positive quality of 
care outcomes.  This culture change core element has been sub-optimally 
realized to date.  Our staff interviews elicited resident choice-related tensions and 
resolutions mentioned and not yet mentioned in existing literature.  Tensions, 
specifically, occurred at the intra-personal, inter-personal, and organizational 
level.  Resolutions were identified yet not tied to particular tensions.   
We envision two key research priorities for advancing resident choice 
based upon our work, one focused on resident choice-related tensions and one 
on the link between such tensions and their resolution.  First, incompletely-
informed staff mental models represented a key tension existing at the intra-
personal level, especially when resident medical and safety concerns were in 
question.   Future research should identify quality improvement methods that 
inform and coalesce these mental models, provide associated skills in promoting 
resident choice, and help staff navigate the competing demands of quality 
improvement efforts based on medical outcomes.  Cursory training efforts may 
have to be replaced by deeper learning techniques.  It will also be critical to learn 
which resolutions best serve which types of tensions.  Future survey research 
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might shed light on typologies of staff mental models towards resident choice and 
on perceptions of which resolutions should be applied to which tensions in which 
contexts. 
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CHAPTER 4 
The Supporting Choice Observational Tool (SCOT):  
A Quality Improvement Tool to Assist Nursing Home Staff  
in Promoting Resident Choice 
 
INTRODUCTION 
Challenges abound to realizing resident choice in daily nursing home life.  
Regulatory, operational, safety and medical, and group living demands lead to a 
tightly controlled living environment.  These institutional demands can take 
priority over an individual resident’s wishes at the most basic level; residents may 
not have self-determination, for example, as to where to eat, when to sleep, and 
what to wear.  The resident’s compromised physical and/or cognitive functioning 
may exacerbate this constricted self-determination; many residents are unable to 
advocate for their own basic needs and preferences that are perceived as 
competing with institutional demands. 
The need to promote resident choice in daily life has gained increasing 
recognition within the field of nursing home quality of care.  The most recently 
revised Minimum Data Set, version 3.0, documents residents’ self-reported 
preferences regarding personal care, sleeping habits, meals and snacks, and 
recreational activities and, if those preferences are rated as important by the 
resident, whether they are met. (Centers for Medicare and Medicaid, 2015)  Even 
so, the actual care process of staff promoting resident choice is still not 
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identifiable in the MDS; nor can such care process information be extracted from 
medical records. (Schnelle, Osterweil, & Simmons, 2005; Schnelle et al., 2009)  
This raises an important question.  How can we promote resident choice if we 
cannot: 1) document “whether” the care process is being realized (as is done 
with a “summative assessment” tool), or 2) document “how” the care process is 
being realized (as is done with a “formative assessment” tool)? 
Schnelle et al. (2009) made strides towards documenting “whether” 
nursing home resident choice is being realized by developing a standardized 
observational protocol.  Intended for researchers, this protocol assesses direct 
care staff behaviors related to resident choice during four activities of routine 
morning care (i.e., transition from bedtime, toileting, dressing, and breakfast).  
Two categories are documented: 1) choice being offered, and 2) choice being 
honored.  Choice being offered is reported as “active,” “passive,” or “none,” and 
choice being honored is reported as “yes,” “no,” “don’t know,” or “not applicable.”  
Simmons et al. (2011) extended the team’s research; they simplified the 
researchers’ protocol to create one for nursing home supervisor use.  This latter 
protocol captures the “absence” or “presence” of staff offering choice (but not of 
staff honoring choice).  In application, both protocols serve as summative 
assessment tools; the authors use them to calculate rates of “whether” the 
observed behaviors were enacted. (Schnelle et al., 2009; Simmons et al., 2011; 
Schnelle et al., 2013) 
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What is lacking in the literature base and in practice is a formative 
assessment tool of resident choice.  In contrast to summative assessment, 
formative assessment answers “how” behaviors were enacted by giving detailed 
behavioral feedback in a non-graded manner.  The formative assessment 
approach is particularly noted for its promise in sustained clinical learning 
(Epstein, 2007; Kogan, Holmboe, & Hauer, 2009) and internal quality 
improvement efforts. (Andersen, Jensen, Lippert, Ostergaard, & Klausen, 2010; 
Elwyn et al., 2010; Handfield-Jones et al., 2002; Hess, Jonston, Iobst, & Lipner, 
2013)   
In this study, we developed a formative assessment tool of how nursing 
home staff can promote resident choice in daily life.  We grounded our work in 
Self-Determination Theory (SDT) (Deci & Ryan, 1990); autonomy marks a 
universal human need in SDT.  We conceptualized resident choice as a subset of 
SDT’s concept of autonomy.  Consonant with SDT, our tool examines how 
observed staff behaviors affect resident choice in daily life: 1) directly by 
providing proactive support and 2) indirectly by influencing a resident’s ability to 
actualize her/his own choices.  We used ethnographic observation within two 
Veterans Health Administration’s (VHA’s) Community Living Centers (CLCs – 
i.e., nursing homes) to create the tool, piloted the tool in two VHA CLCs, 
conducted a modified Delphi Panel to ascertain the tool’s face validity, and 
developed an algorithm on which to base the tool’s structure.   
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This paper proceeds in the chronological order of the study activities (i.e., 
ethnographic observation, piloting, Panel consultation, and algorithm 
development) in both the Methods and Results sections.  The Methods section 
outlines the tool’s development process, and the Results section outlines the final 
tool’s format and content and then the tool development and refinement 
decisions.  The paper ends with the Discussion and Conclusion sections.   
METHODS 
This project involved four 5-day site visits at three sites (one site was 
visited twice while the other two were visited one time each) conducted over 14 
months and Expert Panel consultation conducted over 6 months.  J.A.P. 
conducted ethnographic observations during the first two site visits, using the 
resulting data to iteratively derive and develop a preliminary draft of the tool.  In 
the 3rd and 4th site visits, J.A.P. piloted the draft tool to inform its refinement; this 
step has been applied in others’ observational tool development work. (Daly et 
al., 2009)  Expert Panel consultation also helped refine the tool and shed light on 
the instrument’s face validity. We then crafted an algorithm to finalize macro-level 
tool design (i.e., column structure and column sequencing).  
The Institutional Review Boards of the Bedford, MA VA investigators and 
Boston University investigators and local CLC sites approved the study protocol 
with a waiver of informed consent for conducting observations in public spaces 
within the CLCs. 
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Phase 1:  Ethnographic observations 
Sample 
Ethnographic observational data were gathered at one facility in July 2010 
and at the second facility in January 2011.  Ethnographic observations occurred 
in one or two CLC units per the two facilities.  Facilities were chosen purposively 
as those in the process of planning or constructing Green House Model-type 
homes; this type of home is based on an innovative model of nursing home care, 
the Green House Model, that advances the cause of person-centered care 
through the physical environment, the organizational structure, resident 
engagement in meaningful activity, and relationship-building between staff and 
residents. Purposively selected units met the following inclusion criteria: they did 
not primarily serve residents with dementia, with short-term stay conditions, or 
with hospice needs.  Thus, by definition, most residents observed had milder 
levels of cognitive impairment, were in long-term stay status, and had a 
prognosis of at least 6 more months of life.  Observations were made in public 
areas of the chosen units; staff members of any occupation in these areas and 
any residents in these areas were eligible to be observed.   
  Data collection 
The ethnographic observations involved two approaches: shadowing staff 
members and observing activity opportunistically while standing in a stationary 
position.  The latter observational approach, defined as occurring where and as 
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long as relatively higher levels of activity were present, proved more useful in 
capturing the maximum level of choice situations.  These observations were 
conducted across an opportunistic time and location sampling scheme as well.  
For example, time sampling occurred during each shift and during both 
weekends and weekdays, and location sampling included public spaces such as 
nursing stations, hallways, day rooms, and dining rooms.   
We structured the observations using “sensitizing concepts,” i.e., concepts 
that help direct researchers’ attention to emerging data that are relevant to their 
research questions. (Charmaz, 2006)  These concepts were derived from other 
researchers’ findings in both survey and qualitative work.  To identify areas of 
daily life, sensitizing concepts included the when, where, what, with whom, and 
how of eating and drinking, recreating, socializing, mobilizing (e.g., walking), and 
receiving technical care (e.g., receiving medications). (Duncan & Huebner, 2000; 
Davies, Ellis, & Laker, 2000)  To identify staff words and actions that promoted 
resident choice, the sensitizing concepts included staff explaining reasoning for 
their decisions and staff soliciting feedback with regards to their actions. (Davies, 
Ellis, & Laker, 2000) 
J.A.P. wrote cursory field notes immediately after each observation.  The 
field notes were written up with more detail within the next two to three days.   
  Analysis 
J.A.P. reviewed the data iteratively using thematic coding; in this way, 
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themes and recurring behavior patterns emerged inductively from the 
observation field notes.  This analytic process was facilitated by the use of 
Microsoft Office Excel software.  J.A.P. wrote several analytic memos to clarify 
and focus the intent behind the coding.  These memos were reviewed with 
C.W.H. and V.A.P. on an ongoing basis.  J.A.P. then drafted a preliminary 
version of the observational tool and a basic codebook for tool use; C.W.H. and 
V.A.P. provided edits to these documents as well. 
Phase 2:  Piloting of the preliminary tool 
  Sample 
J.A.P. piloted the draft tool in 2 sites: at one of the ethnographic 
observation sites during a second site visit (conducted in April 2011) and at a 
separate third site (conducted in September 2011). The sampling method of VHA 
CLCs and of the CLCs’ units replicated that of the ethnographic observation 
effort.  In sum, facilities and units were chosen purposively to gather data on 
residents with long-term stay status and with mild cognitive impairment and 
without hospice needs.  Any residents and staff members present in the units’ 
public areas during the observational period provided data for analysis. 
Data collection  
Opportunistic observation occurred on weekdays, mostly during the day 
shift but also during an evening shift and a night shift.  Observed units were also 
sampled opportunistically; J.A.P. shifted unit location according to where the 
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central activity was.  J.A.P. wrote qualitative summaries on the context of each of 
the observational periods and on methodological questions that arose.  These 
were documented two to three days after the site visit.  Three authors (J.A.P., 
C.W.H., and V.A.P.) reviewed J.A.P.’s piloting results from this facility and 
finalized a new set of coding decision rules for the next piloting effort. 
The tool was next piloted at the final VHA facility.  Once again, J.A.P. 
applied opportunistic sampling of all staff types.  In this round, the author focused 
solely on shifts during the most active parts of the day; this provided data on as 
many choice situations as possible.  Once again, field notes documented the 
qualitative context and methodological challenges and were written within two to 
three days after the piloting.  
Analysis 
J.A.P. analyzed field notes qualitatively, in an iterative fashion, with 
C.W.H.’s and V.A.P.’s continuous input.  The analysis and team consultations 
informed: 1) a set of decisions for the tool’s conceptual development, and 2) a 
new version of the observational tool, based upon the decisions, for expert panel 
review.   
Phase 3:  Expert Panel  
A modified Delphi panel was implemented from October 2012 through 
March 2013 to solicit expert feedback in a methodical and consensus-building 
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fashion. One advantage of the Delphi technique over other consensus-building 
research efforts (e.g., focus groups) includes the absence of undue psychological 
factors (e.g., dominance of vocal panel members’ opinions and socially desirable 
responses). (Donohoe & Needham, 2009)  Its use spans over 50 years with a 
record of thousands of research applications. (Donohoe & Needham, 2009)  The 
approach has several key characteristics: 1) panel members are consulted 
iteratively; 2) panel members’ responses are anonymous after each iterative 
round; 3) the panel coordinator (i.e., J.A.P.) provides streamlined feedback on 
group responses to panel members; and 4) the panel coordinator calculates the 
quantitative results of the amassed responses at the end of the full process. 
(Landeta, 2006)  We modified the third step of the approach by sharing feedback 
on group responses at one point in time only, i.e., in time for a panelist 
conference call meeting. 
Sample 
Panelist selection followed rigorous guidelines as closely as possible.  
Selection decisions should encapsulate breadth of expertise; this maximizes the 
synergistic effect of the combined panelists’ opinions. (Donohoe & Needham, 
2009)  Donohoe and Needham (2009) recommend recruiting those individuals 
with varying levels of expertise with an area of study: 1) “subjective,” i.e., based 
upon personal experience, 2) “mandated,” i.e., based upon professional 
experience, and 3) “objective,” i.e., based upon research experience within the 
area of study.  Having cognitively intact residents serve in the “subjective” 
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capacity was not feasible; it would have generated complex administrative and 
clinical demands beyond the scope of this project.  We did, however, recruit 
panelists representing the “mandated” and “objective” categories.  Our targeted 
panel size was 10 members.  We invited via e-mail potential panelists who met at 
least 2 of the following criteria: 1) had done clinical work in a nursing home, 2) 
had worked within the VA nursing home setting, 3) had content expertise on 
resident choice, culture change, or staff training, and 4) had developed a nursing 
home-based observational tool.   
  Data collection 
The lead author (J.A.P.) e-mailed a brief synopsis of the tool’s focus, 
purpose, potential use, and limitations to invited panelists who accepted.  
Gathering panelist feedback involved three on-line rating surveys and a 
conference call meeting.   
J.A.P., V.A.P., and C.W.H. designed the rating surveys after multiple 
iterations of review.  Design was based upon a modified approach of the RAND 
Appropriateness Method (RAM) (Fitch et al. 2001).  The first rating survey 
provided each tool category’s name and intended purpose, and a response 
option example.  Panelists rated along a 9-point Likert scale the extent to which 
each category was “important,” “relevant,” or “usable” for training staff about 
supporting resident choice.  Panelists were provided with definitions for each of 
these criteria.  “Important” was defined as “how much could feedback from this 
Area [(i.e., category)] enhance staff skills?”  “Relevant” was defined as “how 
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much could feedback from this Area [i.e., category)] match staff’s training 
needs?”  “Usable” was defined as “how much could feedback from this Area 
[(i.e., category)] provide staff with practical information to apply?”  Comment 
boxes accompanied each rating question, and the final survey question 
requested any additional categories for consideration.   
The second rating survey asked panelists to score the response options 
for each category, again using defined criteria.  The criteria consisted of how 
“clear” the response options were (i.e., “the meaning is easy to figure out from 
the words”), how “comprehensive” a set they were (i.e., the list of options 
includes all possible choices”), and how “distinct” they were from one another 
(i.e., there are no overlaps in meaning between the options).  A 9-point Likert 
scale was used for rating the “clear” criterion.  A binary “Yes/No” selection was 
requested for the “comprehensive” and “distinct” criteria.  The survey probed 
throughout for open-ended comments, suggestions for additional response 
options, and suggestions for wording differences.   
J.A.P. next led a two-hour expert panel “meeting” via phone in January 
2013.  Seven of the ten panelists were present as well as two senior research 
team members (C.W.H. and V.A.P.).  Prior to the meeting, the panelists received 
information containing their own and other panelists’ aggregated responses from 
the first two rating surveys.  The meeting agenda guided discussion of categories 
and response options from the first and second rating surveys where consensus 
(as defined below) was lacking. 
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A third rating survey finalized the Expert Panel consultation process.  This 
rating survey contained updated versions of only those categories and response 
options revised during the panelist meeting.  Questions again focused on how 
“clear,” “comprehensive,” or “distinct” response options were.  Panelists could 
respond on how “clear” response options were using a 9-point Likert scale and 
how “comprehensive” or “distinct” response options were using a binary “Yes/No” 
designation. 
Analysis 
J.A.P. analyzed each of the three rating surveys’ results.  This occurred in 
an iterative fashion; thus, the results of the first survey informed the design of the 
second survey, the content of the first two surveys informed the discussion 
during the panelist meeting, and the findings from the panelist meeting informed 
the final survey.  
A modified RAM was utilized for analysis of the 9-point Likert items in all 
three rating surveys. (Fitch et al., 2001)  The median value of panelists’ 
aggregated responses combined with the dispersion of these responses 
determined what would be done with each survey item.  Median scores falling 
within the values of 1 to 3, 4 to 6, or 7 to 9 were labeled, respectively, as: 
“inappropriate,” “uncertain,” and “appropriate.”  Also classified as “uncertain” 
were survey items with enough dispersion to indicate “disagreement” amongst 
the panelists.  With a panel of 10 members, such “disagreement” occurred when 
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greater than or equal to three panelists rated the item in one of the two extremes 
(1–3 and 7–9). 
The RAM guidelines suggest that “inappropriate” items be removed from 
the tool and “appropriate” items remain in the tool.  “Uncertain” items are 
reviewed with further consultation, as we did during the panelist meeting.  The 
third rating survey included the panelist meeting’s recommended item changes or 
unresolved issues.  Finally, any “inappropriate” or “uncertain” items remaining 
after this survey were handled in a manner guided by an algorithmic decision tool 
(mentioned below) or by research team judgment. 
The binary “Yes/No” questions in the second and third rating surveys (i.e., 
about how “comprehensive” and how “distinct” items were) were also assessed.  
Response options from the second rating survey were discussed during the 
panelist meeting if 1) less than 9 of 10 panelists ranked the item as 
“comprehensive” or “distinct” and/or 2) substantive comments, questions, or 
suggestions were raised in the open-ended comment sections of the rating 
survey.  The same procedure as in 1) and 2) was followed in the third rating 
survey.  Again, decisions were made on how to resolve any of these subsequent, 
remaining concerns based on using an algorithmic decision tool (mentioned 
below) or research team judgment. 
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Phase 4: Algorithm 
Algorithms are used frequently in medical decision-making.  This 
methodology often uses flowcharts to guide binary decisions throughout the 
decision-making process. Similarly, we used an algorithmic flowchart to depict 
explicitly the implicit logic that guided the SCOT’s developmental process; this 
would aid novice readers in comprehending SCOT design and application.  We 
also applied the algorithm iteratively post-Expert Panel consultation to inform 
final SCOT refinement.  Representing the algorithm explicitly provided insight into 
the tool’s structural consistencies and inconsistencies as well as the tool’s 
structural parallelisms or lack thereof.  Gaining such insight was important; the 
Expert Panel did not assess the tool’s overall structure or cross-column logic in 
order to lessen panelist work burden.  The entire research team (J.A.P., C.W.H., 
V.A.P., J.F.B., and D.R.B.) evaluated the adequacy of the algorithm which, in its 
final iteratively-derived form, led to the last edits of the observational tool. 
RESULTS 
The Supporting Choice Observational Tool (SCOT) marks the final 
product of this study. (See Appendix F)  It was developed through 22 hours of 
ethnographic observation across two sites and initially refined through another 22 
hours of piloting across two sites.  An Expert Panel of ten members served 
instrumentally in tool refinement. (See Appendix G for “Panelists’ 
Characteristics”).  Developing an algorithm led to final decisions on outstanding 
tool development questions. (See Appendices Ha and Hb)  The algorithm also 
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assists the novice reader in understanding the pathways that an unfolding choice 
situation between a staff member and a resident might take. 
The SCOT guides observations of singular staff-resident interactions that 
involve daily life choices, one at a time.   It focuses on the following features of 
choice: “in the moment,” “observable,” “frequent,” and “present or absent.”  “In 
the moment” choice about daily living constitutes choice about issues that are 
modifiable in the moment, like with whom to have a meal that day; in contrast, it 
would not be about choices that are long-term decisions, such as roommate 
selection.  “Observable” choice about daily living entails staff and resident 
behaviors surrounding choice that can be described by an outside observer; the 
SCOT cannot and does not try to discern the internal motivations or feelings of 
the staff member being observed.  “Frequent” choice refers to the likelihood that 
a particular area of choice would arise on a daily basis; for example, when to eat 
could potentially occur a few times a day while whether to go on an outing to the 
mall would not.  Choice does not necessarily have to be “present” to be 
documented.  The SCOT also documents the “absence” of choice when choice 
could have been offered or enabled but was not.   
Below we outline the tool’s content and then present details on how the 
content was developed and refined over time. 
The SCOT 
The SCOT consists of 9 categories.  Each category exists within a 
column, and each column is labeled with a letter proceeding in alphabetical order 
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from left to right.  The categories also precede from left to right in the temporal 
order of how they are observed.  Column A, “Area of Daily Life”, with Column B, 
“Type of Choice”, as combined represent the “Choice Situation.” Columns C 
through E are grouped under the heading “Staff Offers a Choice?”  Column F 
presents the “Resident Accepts Offering of Choice?” within the choice situation.  
The last three columns, G through I, fall under the heading “Staff Enables the 
Choice or Request?”  Below we define and typify each of these categories. 
Choice Situation (Columns A & B) 
The “Choice Situation” represents the SCOT’s unit of analysis, which is 
discerned by pairing a response option from Column A, “Area of Daily Life“, with 
a response option from Column B, “Type of Choice.”  For example, a Choice 
Situation could concern the “Where” (a type of choice) of “Meal/Snacks/Drinks” 
(an area of daily life), i.e., where does the resident want to eat his/her breakfast? 
Column A, “Area of Daily Life,” presents those areas of daily life that, as 
described earlier, allow for “in the moment,” “observable,” and “frequent” Choice 
Situations.  The areas consist of: “bathing/showering,” “connections/contacts to 
those outside the facility,” “grooming/dressing/toileting,” “health care,” 
“meals/snacks/drinks,” “moving around the facility/positioning,” “recreational 
activities/entertainment,” “sleeping habits,” and “temperature/noise/light.”  
Column B, “Type of Choice,” narrows the Choice Situation by specifying 
its context.  Does the Area of Daily Life being observed relate to the “with whom,” 
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“what,” “when,” “where,” “how,” “how much,” “how long,” “how often,” “whether or 
not,” or “which” of the choice being offered or enabled?   
Staff Offers A Choice? (Columns C, D, & E) 
This heading’s three columns describe staff behaviors when choice is or is 
not offered to residents.  Column C, “Communication/Actions,” delineates the 
communication type staff used in the choice situation, i.e., verbal communication 
like declarative statements, commands, or questions or non-verbal 
communication alone.  Any of these communication types can facilitate or not 
facilitate the offering of choice; the eventuality varies upon the context and 
communicator’s intent. Though, as a generality, some communication types can 
be more authentic in their offering of choice than others (for example, open-
ended questions vs. commands).  
Column D, “YES, Staff Offers A Choice,” highlights the means by which a 
staff member may offer choice.  First, there is the construct of “[the staff member] 
creates the possibility for choice?”  Here the SCOT depicts to what extent the 
staff member initiated the choice situation independently or reacted to a pre-
existing choice situation.  Next the Column captures the order by which asking 
for a choice vs. acting upon the choice occurs (i.e., “asks once, acts after,” “asks 
repeatedly, acts after,” and “asks while already acting”). 
The third column of this set, Column E (i.e., “NO, Staff Does Not Offer A 
Choice”), portrays the staff behaviors associated with not offering a choice.  
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These behaviors again include the ordering of asking about vs. acting upon a 
choice, i.e., “asks first, but acts before getting a response,” “acts first, asks after,” 
and “acts without ever asking.” 
Resident Accepts Offering of Choice? (Column F) 
 Column F, “Resident Accepts Offering of Choice,” reflects a juncture in the 
SCOT where the tool transitions from documenting a staff member offering 
choice to documenting a resident’s actions.  Staff enabling choice follows 
temporally; it is predicated upon the resident’s behavior.  The resident’s behavior 
may be in response to the staff member’s initial offering of choice or may be in 
response to some other internal or external stimulus. The SCOT’s first 2 Column 
F options assume the resident is or is not responding to the staff member’s 
offering.  Thus, we have Column F’s first three response options: “Resident 
accepts offering of choice,” “Resident rejects offering of choice,” and “Resident 
does not respond to offering of choice.” Alternatively, the resident’s behavior may 
be independent from staff behavior in that it is self-initiated.  Hence, we have 
Column F’s third response option “Resident makes his/her own request (by 
acting or asking) without staff offering choice.”  Importantly, the remaining 
Columns G, H, and I each have response options that could logically follow from 
any of the three potential resident roles In Column F. 
Staff Enables the Choice or Request? (Columns G, H, & I) 
 Columns G, H, and I fall under the heading of “Staff Enables the Choice or 
 
	
92	
Request.”  All of these columns represent a later set of staff behaviors in a choice 
situation: whether a staff member’s offered choice or a resident’s self-expressed 
request was enabled or not.  Column G, “Communication/Actions,” characterizes 
the manner in which the choice or request was or was not addressed, i.e., [staff 
member] “uses words only,” “uses actions only,” “uses both words and actions,” 
or “maintains the status quo.”  
Column H, “YES, Staff Enables the Choice or Request,” underscores the 
means by which a staff member enables a choice or a request.  Does the staff 
member “act[s] independently,” “coordinate[s] with another staff member,” or 
“facilitate[s] a resident’s own actions” by either assisting the resident or by not 
preventing the resident from acting. 
The last column, Column I: “NO, Staff Does Not Enable the Choice or 
Request,” lists the behavioral markers present when a staff member does not 
enable a resident’s choice or request.  These markers consist of: “explains why 
the choice or request is not enabled” (which a staff member may initiate or 
explain in response to the resident inquiring), “says the choice or request may 
not be enabled but does not explain why not,” and “does not comment on the 
lack of enabling the choice or request.” 
The next sections present how the SCOT was developed and refined.  
The SCOT’s final categories remained largely the same throughout the process 
with just the wording of column headings changing over time.  For the sake of 
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clarity, we refer to the final SCOT column headings when describing each 
category, unless otherwise noted. 
Developing the SCOT 
Phase 1: Ethnographic observations 
First site 
The first site’s ethnographic data consisted of 11 field note sets written 
during 11 separate observational sessions.  The observational sessions ranged 
from .5 to 1.5 hours in duration.  Thematically coding the field notes resulted in 
717 coded segments.  Thirty-five thematic codes emerged from these segments 
and were classified into three overarching concepts: “area of daily life” 
(consisting of 15 codes), “staff behaviors” (consisting of 11 codes), and “resident 
behaviors” (consisting of 9 codes).  These overarching concepts informed the 
tool’s categories.   
Iterative data review, team discussion, and analytic memos influenced 
final code selection for the tool’s preliminary draft.  Thirteen of the 15 “area of 
daily life” codes were selected as the response options for the draft tool’s first 
column.  As described earlier, one of our guiding principles was to measure 
choice situations that involve short-term (negotiable on a momentary basis) 
choices as opposed to long-term (non-negotiable on a momentary basis).  For 
example, we did not include “personal property” from the list of ethnographically-
derived codes.  We also decided at this point not to incorporate resident 
behaviors in the tool.  Resident behaviors may serve as stimuli for staff behaviors 
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but are not the independent focus of this tool’s measurement.  Finally, staff 
behavior codes were classified into four sub-categories: “staff behavior where 
choice is solicited,” “staff behavior where choice is not solicited,” “whether staff 
follows-through on resident choice,” and “whether staff explains why there was 
no follow-through on resident choice.”   This categorization was partially guided 
by Davies et al.’s (2000) sensitizing concepts (mentioned in the Methods section 
above). 
Second site 
The second site’s research department closed down a few months after 
our site visit.  The site’s data were still used since data analysis to develop the 
first draft of the observational tool had already occurred; however, we are unable 
to document the exact number of field notes or coded segments.  We can assert 
from the equivalent count of observational hours, nevertheless, that these data 
elements were similar in count to those from the first piloting round. 
 Coding of the second site’s ethnographic data raised several insights for 
revising the tool’s preliminary draft.  We excluded additional “Area of Daily Life” 
response options that did not relate to our research question, e.g., the response 
option of “money” did not represent an area of daily life that occurred frequently.   
We also added “nonverbal communication” to the “Type of Communication”, 
Column C; this response option was needed to capture, for example, when a 
staff member pointed to an empty cup to solicit a resident’s interest in having 
some liquid.  We also significantly revised Column D and E’s response options.  
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Column D, “Yes, staff offers choice,” was sub-categorized into three lists, each 
documenting a different feature (i.e., initiative in soliciting choice, whether choice 
was solicited actively or passively, and the sequential ordering of staff behaviors 
(e.g., asks first, acts second)).  Column E, “No, staff does not offer choice,” was 
also revised to reflect the sequential ordering of staff behaviors (e.g., asks first, 
verifies after). 
Refining the SCOT 
We accepted possible changes to the SCOT, as suggested by piloting, 
panelists, and algorithm construction, if they met the following criteria: 1) were 
consistent with our research question; 2) were directly observable rather than 
inferred; 3) were descriptive not value-laden; 4) were categorical not graded; and 
5) were not so fractal in nature as to lose sight of the larger intent. 
Phase 2: Piloting of the preliminary tool 
First site 
The first round of piloting involved seven observational sessions ranging 
from 1.5 to 3.75 hours each for a total of 12 observational hours.  Each 
observation yielded a field note.  Analysis of field notes resulted in an extensive 
list of questions and comments for resolving the tool’s weaknesses. These 
questions related to conceptual, structural, procedural and formatting issues for 
the tool at large and for the tool categories and each category’s response option 
set.   
The first piloting process led to two significant modifications. We identified 
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the need to document the resident’s role in the choice situation (i.e., indicating a 
choice, not indicating a choice, and making one’s own request).  This addition 
contrasted with an earlier decision based in ethnographic data analysis to 
exclude resident behaviors from the tool.  Piloting highlighted, though, how 
resident behavioral markers are important in understanding the sequence of the 
measured staff behaviors.  Thus, we added resident behavioral markers by 
creating the tool’s Column F, “Resident Accepts Offering of Choice?” (e.g., a 
resident responding affirmatively to a staff member’s offering a choice, or a 
resident not responding to a staff member’s offering a choice might each reflect a 
decision point for staff on how to proceed with their own actions).  We also 
determined that the last column in the preliminary SCOT draft, “Competing 
Demands” to staff promoting choice, should be deleted.  This column was 
intended to document potential complications staff encountered within a choice 
situation (e.g., resident medical or safety needs).  However, the category was not 
consistent with the SCOT’s intent of documenting observable rather than inferred 
phenomena. 
Second site 
Six observational sessions were conducted during the second piloting 
round; the sessions ranged from .75 to 2.25 hours in length for a total of 10 
observational hours.  Data analysis led to a list of questions and notes to be 
resolved about the tool similar in classification to those found in the first piloting 
round.   
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 Data analysis led mostly to content-based changes in the tool.  The 
SCOT’s column on “Type of Communication” (Column C) had different response 
options including whether the staff member, when offering choice, “Uses ‘let’s’” 
and “Uses an opt-in question.” These were removed.  It became clear from the 
second piloting round that the former response option was too narrow 
conceptually and that the latter response option was too broad conceptually. 
We also added the response option “Maintains status quo” to Column G 
(“Type of Communication/Action”), as piloting highlighted a counterintuitive 
choice situation. For example, a resident’s choice might be to keep the situation 
the same (e.g., choosing to continue eating his/her meal).  In this case, a staff 
member might in fact be enabling a resident’s choice by not altering the situation 
with words or actions (e.g., the staff member does not try to change the situation 
by insisting verbally that the meal time is over or by taking the resident’s plate 
away but rather leaves the resident to continue eating).   
Column I, “No, staff does not enable the choice or request”, additionally 
required modification.  We found with piloting that the existing set of response 
options did not depict the choice situation fully when choice was not enabled.  A 
key behavior recorded in this column is whether the staff member explains or 
does not explain why a choice is not enabled.  Piloting showed, however, that 
sometimes the staff member initiated the explanation, and sometimes the staff 
member responded with an explanation after the resident inquired.  We thus 
added two response options to capture these contrasting instances.  The 
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underlying construct of initiative seemed to provide helpful nuance as to how staff 
could optimally respond to residents depending upon the choice situation. 
 Phase 3: Expert Panel 
The Expert Panel process highlighted several purpose-related, 
conceptual, and linguistic issues.  A few panelists perceived the core intent of the 
tool differently from its stated one.  This perception guided some of the proposed 
tool changes.  The tool’s purpose is to provide staff training through assessment; 
a few panelists, however, envisioned the tool as purely a training tool.  
Accordingly, a couple of these individuals thought the tool should not document 
the absence of choice.  They felt that this approach would condone a lack of 
choice promotion amongst staff.  We maintain the SCOT’s objective to serve as a 
formative assessment tool; in this manner, the SCOT needs to capture choice 
situations comprehensively, both absence and presence of them.  Another 
panelist thought the SCOT should capture behavior that minimizes the enabling 
of choice by including response options like “refused to provide explanation” or 
“left follow-through to another co-worker.”  We did not include this suggestion; it 
would render the response options value-laden.   
The panelist conference call, in particular, unveiled conceptual ambiguities 
in the current SCOT.  For example, panelists noted how choice situations can be 
“loaded.”  Staff members may offer choice with an open-ended question, which 
might seem ideal for some residents; however, the staff member’s vocal tone or 
intent may be directive.  The choice offered may in fact be a “false” one.  The 
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demographics of staff and residents may also play a role; understandings of 
language and of the meaning of choice may vary by ethnicity or race, gender, or 
age.  One individual’s “telling” what to do may seem to another as “offering a 
choice” in what to do.  A few panelists also mentioned the influence of resident 
abilities on how choice should be optimally offered.  A resident with dementia 
may benefit more from a yes/no question regarding his/her choice rather than an 
open-ended one.  Each concept raised is important to address.  Even so, these 
concepts are not directly observable.  Documenting them relies upon subjective 
determination.  Also, they reflect a desire to impose an “appropriate” way to 
promote choice.  The SCOT, as a formative assessment tool, does not seek to 
make value judgments about staff promotion of choice but rather to record the 
nature of it.  Thus, these concepts would be better addressed in a SCOT 
observer instructional and/or debriefing guide; at those times, interpretative 
guidelines of the SCOT’s results would be appropriate and critical.   
Finally, the panelists raised some concerns regarding linguistic clarity.  In 
the first column of the current SCOT version, “Medical Care” represented one 
response for Area of Daily Life, Column A.  Panelists felt that this terminology 
was not broad enough; it did not address multi-disciplinary care.  They preferred 
the term “Health Care” defined as encompassing medical care, nursing care, and 
ancillary therapies; this change was incorporated.  Panelists also caught an 
inconsistency between the first column’s instructions (i.e., “choose one”) and one 
of the response options. “Being Social or Alone” was not mutually exclusive from 
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other categories.  For example, a resident could be engaged in “Recreational 
Activities/Entertainment” either socially (e.g., playing a group trivia game) or 
alone (e.g., reading solo).  Making the “Area of Daily Life” construct singular is 
important, as it represents the SCOT’s elemental unit of analysis.  Thus, the 
response option of “Being Social or Alone” was removed. 
Column D (“Yes, Staff Offers A Choice”) represented another category in 
need of clearer language.  This column’s second list of response options required 
three revisions.  The first version of the SCOT began by wording these options 
as either “asks in anticipatory fashion” or “asks in reaction to events.”  In the first 
panelist survey, panelists could not discern the construct underlying these 
options.  These options were slightly modified to read “asks in anticipation of 
events” or “asks in reaction to events” in time for the second panelist survey.  
Panelists still found the core construct unclear from the terminology, as reported 
in the second panelist survey.  In line with the RAND Appropriateness Method, 
the research team-led panelist conference call ensued.  In the end, based upon 
the final proposal of an individual panelist, we adopted the binary response 
options “Yes” and “No” to the posed question “[the staff member] creates the 
possibility for choice?” These final edits captured the intended construct: when 
does the staff member’s own initiative lead to a situation where choice is possible 
vs. when have situational factors already made choice a possibility. 
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Phase 4:  Algorithm 
The SCOT’s algorithm depicts the implicit logic of the SCOT’s tabular 
format, a format merely designed for ease of recording.  The algorithm, once 
explicitly represented in a flowchart, also served to solidify our final decisions on 
the SCOT’s structure.  With this aid, we discerned how to combine columns 
under headings, how to order columns, and where to place the “Resident 
Accepts Offering of Choice?” column.  The algorithm also helped us identify two 
other conceptual refinements.  Initially, the SCOT documented when staff explain 
why they did “not offer a choice.”  This construct appeared contrived and illogical 
after constructing the algorithm, e.g., it would be fairly rare that a staff member 
would emphasize the absence of choice that a resident was not even 
anticipating: “I am not going to offer you a dessert choice now because we no 
longer have any ice cream.”  The algorithm pointed to an unclearly defined 
construct as well.  The final column in the current SCOT version recorded staff 
“follow-through” on resident choice; however, follow-through would be an 
imprecise term if the resident were the one enacting the choice and the staff 
member were merely enabling the choice.  Thus, the final version of the SCOT 
had variants of the words “enable” replacing all previous instances of “follow-
through.” 
DISCUSSION 
We developed a formative assessment tool, the Supporting Choice 
Observational Tool (SCOT), based on inductive research methods, piloting, 
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Expert Panel consultation, and algorithmic logic.  The SCOT offers a learning 
method for Community Living Center staff; it aims to sensitize staff to how to 
promote resident choice in daily life through observation.  In use, the training tool 
is applied to observe individual staff-individual resident interactions 
opportunistically.  The finalized SCOT documents when choice is offered or not 
offered and when choice is enabled or not enabled within a particular daily life 
area.   
Only one other set of standardized observational protocols examines 
nursing home staff behaviors that promote resident choice in daily life.  (Schnelle 
et al., 2009; Simmons et al., 2011)  The methodology these authors used is not 
delineated.  We employed inductive research methods to develop the SCOT.  
Our inductive method allowed measurable constructs to emerge directly from the 
ethnographic data we collected.  Inductive research methods led us to pinpoint 
“rich” or “deep” measurable constructs.  For example, we identified the Area of 
Daily Life (Column A) of “sleeping habits.”  Sleeping habits related to resident 
choice regarding, for example, when to wake up or go to bed, when to nap or 
doze, and whether to sleep with the lights or TV on or after a snack or with the 
door closed.  As conceptualized, this choice domain has more depth than the 
typically-conceived activity of “bedtime” (i.e., time of waking up or going to bed) 
would. 
Our tool assumes a different assessment approach from prior work.  It is a 
formative assessment tool that provides qualitative feedback to staff rather than a 
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summative tool that provides scores.  The SCOT’s formative approach offers a 
number of promising applications, including use as a teaching tool or as a quality 
improvement performance indicator.  The formative educational approach has 
been used minimally and only recently with nursing home staff. (Krichbaum, 
Kaas, Wyman & Van Son, 2015)   Its potential for encouraging deep and 
sustained learning lies in how it provides constructive input on the details of staff 
actions (the “how”).  (DiVall et al., 2014; Hettema et al., 2012)   Accordingly, the 
SCOT operationalizes staff behaviors related to choice in-depth and identifies 
where breakdowns in promoting choice occur.  The intent is to provide 
information to staff for awareness-building and skill development.  
Evidence also suggests that formative assessment tools, as opposed to 
summative assessment tools, are more valuable and effective as internal QI 
performance indicators. (Freeman, 2002)  Formative assessment resonates with 
the Continuous Quality Improvement (CQI) movement; in CQI, performance 
indicators should support cyclical mechanisms of feedback, learning, and 
improvement. (Freeman, 2002)  In contrast, summative performance indicators 
engender such difficulties as narrowing of goals, focusing on short-term change, 
manipulating data, and performing to the test. (Freeman, 2002)   
The SCOT could additionally help target areas for improvement.  It could 
provide insight on patterns of choice-promoting behaviors by time and location.  It 
could also lead to developing a typology of staff “choice-promoting” profiles; the 
profiles could then be studied in light of such variables as staff position and job 
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tenure or type of communication typically used.   
The SCOT would benefit from further research.  Most evidently, the SCOT 
will require validation.  Expert panelists also mentioned the need to meet a wide 
range of staff educational and literacy levels.  As it stands now, the SCOT is not 
“staff-friendly.”  It would benefit from review (i.e., via cognitive testing) and field 
testing by a notable number and variety of nursing home staff members. (U.S. 
Department of Veterans Affairs, 2014) 
A “debriefing guide” would also be an essential complement to the 
instrument.  Such a guide would provide topics and methods for managers and 
staff to examine SCOT patterns and trends.  Reviewing the guide could facilitate 
discussion and problem-solving amongst team members.  A guide could outline 
subjective issues surrounding the promotion of resident choice that are important 
but that cannot be documented with a structured observational protocol.  With 
results in hand, staff could discuss when and how competing demands (for 
example, already knowing resident preferences, medical care and safety needs, 
staff convenience, and other residents’ needs) influence the SCOT’s findings; 
how optimal choice promotion varies with resident mix (e.g., for patients with 
dementia); how gender-based, generational, and cultural differences between 
staff and residents can affect choice promotion; and how to deal with 
communication “failures” around choice between a staff member and a resident. 
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Limitations 
This study’s scope centered on the SCOT’s development.  Future work 
needs to validate this tool within the VA population and beyond to widen its 
generalizability.  Assessing inter-rater reliability would mark an initial step in 
achieving this aim.   We also cannot claim that the SCOT meets the needs of 
promoting choice for a varied resident mix.  Validating the tool with different 
resident populations, for example with residents with moderate to severe 
dementia, would be necessary to address this concern.  Our tool development 
process might have benefitted from ordering steps differently.  We used an 
algorithm to structure the tool after the first two rating surveys and the panelist 
conference call and again after the third rating survey.  Thus, some final 
decisions on tool content relied solely upon the research team’s judgment.  For 
example, an overhaul of Column H and I appeared necessary upon using the 
algorithm, yet these final changes did not undergo Expert Panel review. 
CONCLUSIONS 
The SCOT represents a standardized observational protocol that serves 
as a formative assessment tool for training purposes.  Its method of development 
highlights the strengths of inductive research.  And its content and function 
resonate with culture change; it consists of ground-up vs. top-down staff learning 
and internal quality improvement.  This ground-up learning approach could 
involve staff members themselves, co-workers, supervisors, and independent 
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observers in applying the tool.  Real-time and simulated care situations could be 
observed using the SCOT, stimulating subsequent one-on-one or group 
discussions.  The discussions could provide staff with timely and specific 
feedback on their efforts to realize resident choice and engender reflection upon 
optimal means for realizing resident choice.  Upon validation in VA and non-VA 
settings, the SCOT may prove an important staff training tool for nursing home 
quality initiatives that promote resident choice in daily life and, thus, quality of life.   
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CHAPTER 5: CONCLUSION 
This body of work consists of 3 studies, found in Chapters 2 through 4.  All 
three studies focus on the topic of nursing home staff realizing resident choice in 
daily life, a key care process to advancing nursing home resident quality of care 
and quality of life.  Chapter 2 describes a conceptual model, the REACH model, 
depicting the factors influencing staff realizing resident choice.  Chapter 3 
unearths the tensions and resolutions inherent to realizing resident choice as 
conveyed in nursing home staff qualitative interviews.  Chapter 4 presents a 
newly developed formative assessment tool, the SCOT, which can train nursing 
home staff by providing detailed feedback on the behaviors innate to realizing 
resident choice.  Below we review the studies’ significance and suggested areas 
for future research.   
Studies’ Significance 
Chapter 2 describes the REACH model, with its several lessons for 
nursing home care stakeholders.  The resident-staff member relationship 
represents the REACH model’s epicenter.  In-the-moment dialogue plays a key 
role within this relationship; such dialogue allows a staff member and resident to 
negotiate a choice situation.  This negotiation marks a fluid, truly autonomous 
approach to soliciting and honoring resident choice rather than a static, “pseudo-
autonomous” one. (Smebye, Kirkevold, & Engedal, 2012)  The need for 
negotiation suggests a related need for the staff training efforts discussed in 
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Chapter 4. 
The REACH model uses an ecological framework to depict the contextual 
layers affecting the resident-staff member relationship.  The contextual layers 
consist of resident and staff member intra-personal factors, resident and staff 
member inter-personal factors, organizational factors, and external environment 
factors.  These multiple contexts’ interactive nature reflects the complexity of 
realizing resident choice in daily life.  Chapter 2 stresses how an organizational 
culture of creativity and growth is most conducive to tackling challenges with 
person-centered care, and thus resident choice.  Negotiation and compromise is 
important at the organizational level as well as at the resident-staff member 
relationship level; these strategies can inform and solidify organizational priority-
setting with regards to realizing resident choice. 
Chapter 3’s qualitative staff interviews also instruct stakeholders on 
important concerns related to the goal of resident choice.  Staff described notable 
tensions to realizing resident choice at several ecological contextual layers.  This 
ecological framework approximates that of the REACH model.  Both the interview 
findings and the REACH model highlighted intra-personal, inter-personal, and 
organizational factors in realizing resident choice.  For example, both highlighted 
the role of intra-personally-situated resident characteristics.  Inter-personal 
dynamics as a factor also surfaced from both bodies of work, i.e., the role of 
staff-resident power dynamics from the interviews and the role of staff-resident 
demographic and attitude/beliefs concordance, rapport, and facility of 
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communication from the REACH model.  Organizational issues, including the 
influence of organizational culture, internal goals, and design on realizing 
resident choice, were also evident in both.  In sum, the interview findings support 
and preliminarily validate the REACH model. 
Chapter 3 raises several other conclusions in and of itself.  The most 
salient lesson in Chapter 3 relates to staff mental models regarding the spectrum 
of views staff have towards resident choice.  Staff mental models largely 
embodied confused and conflicting feelings towards resident choice rather than 
opposition to it.  These mental models represent an important target for 
intervention; while staff feelings of opposition would suggest the need for 
persuasion, the actual feelings of confusion and conflict suggest the need for 
training.  Chapter 4 elaborates more on the ways that such teaching could be 
achieved. 
Chapter 3 identifies staff-perceived resolutions to such tensions.  To date, 
such information has only been explored in culture change-wide research rather 
than in resident choice-specific research.  This study identified six resolutions: 
preventive practices, resident staff education, staff reinforcement, staff 
deliberation, stakeholder collaboration, and supportive leadership.  Organizations 
should educate their staff in what resolutions are available to them and in the 
associated skills; this will be essential for quality improvement initiatives related 
to resident choice to be successful. 
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Chapter 4 builds upon the findings of Chapters 2 and 3.  The study 
described in the chapter relates to the development of the SCOT, a training tool 
that, once validated, can provide stakeholders with additional insights on 
realizing resident choice.  Chapter 4’s SCOT intersects with Chapter 2’s REACH 
model at the resident-staff member relationship level. As mentioned above, 
negotiation and compromise are the central mechanisms for offering and 
enabling resident choice within the resident-staff member relationship.  The 
SCOT details the staff behaviors undergirding these mechanisms; it provides a 
formative assessment tool to train staff in these behaviors.  The tool may surpass 
the potential of summative assessment tools for training purposes; by definition, 
formative assessment tools offer timely and specific behavioral feedback that 
promotes deep, sustained learning (DiVall et al., 2014; Hettema et al., 2012). 
The SCOT with validation may also assist with uncertain and conflicted 
staff mental models towards realizing resident choice, such as those identified in 
Chapter 3.  The tool does not address staff concerns regarding intransigent 
medical and safety concerns that more static resident-directed treatment 
planning might; however, the tool can guide staff in the how of moment-to-
moment choice situations of daily life.  This potential tool use represents an 
alternative to brief training removed from the working context.  The tool could 
facilitate in situ training through observation resulting in more immediate impact. 
(Finlay, Walton, & Antaki, 2008)  SCOT observations could be conducted by staff 
members themselves; staff members could learn by using the SCOT to assess 
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resident care simulations on video, video-taped sessions of their own care 
provision, or co-worker care provision in real-time.  Co-workers, supervisors or 
independent parties could also observe staff providing care and review the 
SCOT-related findings with particular staff members in debriefing sessions.  
These training approaches would be enacted in an ongoing, cyclical, and 
cumulative manner.   
Future Research  
 Our work suggests numerous directions for future research.  Chapter 2 
underscores the need for research regarding organizational and external 
environment factors that affect realizing resident choice.  Glickman, Baggett, 
Krubert, Peterson, & Schulman (2007) provided a model of organizational 
structures that extend beyond those of Donabedian’s classic definition of 
structure; Glickman et al.’s (2007) structures related to organizational culture, 
organizational design, physical characteristics, executive management, 
informational management, and incentives.  These last three structures were not 
represented in our literature review on resident choice and warrant further 
examination.  Future investigations should also examine the external 
environment portrayed in the REACH model.  Only a few articles we reviewed, 
hardly any within the last 20 years, examined the impact of the external 
environment (i.e., payment and regulatory systems). 
The REACH model from Chapter 2 also provides conceptual modeling of 
the issue of resident choice.  Future studies will be able to ground their 
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explorations of the issue in the REACH model’s comprehensive, holistic 
framework.  The model can inform researchers on important independent 
variables to consider in qualitative and quantitative work. 
Chapter 3 points to future research areas as well.  This qualitative study 
did not ask participants to associate perceived tensions in realizing resident 
choice with specific resolutions.  Nor can a qualitative study establish a cause-
effect relationship between particular tension-resolution pairings.  Future 
examination should seek to link tension-resolution pairings or at least establish 
the differing contexts within which these pairings vary. 
The qualitative interviews pointed to staff mental models as an intra-
personally-situated tension within the sampled CLC long-term care units.  The 
data revealed staff members’ conflicting views of their facility’s mission as either 
a medical setting or a resident’s home.  More work is needed to learn about 
similar staff mental models within rehabilitation settings.  Tensions between the 
medical and person-centered care mission may be particularly pronounced for 
short-stay rehabilitation.  Rehabilitation care emphasizes actively improving 
medical outcomes.  Yet realizing resident choice is an important component of 
regaining functional independence, another key goal of rehabilitation services.  
Exploring such tensions will be especially relevant in the VHA given the VHA’s 
recent focus on integrating interdisciplinary rehabilitation care within CLCs. (U.S. 
Department of Veterans Affairs, 2014)   
Few staff participants raised the themes of inter-personally-situated and 
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organizationally-situated tensions in this study.  Only one participant raised the 
issue of resident-staff inter-personal power dynamics causing tension for resident 
choice.  No participants directly raised the theme of staff-staff interpersonal 
power dynamics.  Both these themes may be underrepresented due to the 
challenge of staff self-reflection during an on-the-spot interview.  Or perhaps out 
of social desirability, staff did not feel comfortable mentioning their own 
experiences with power dynamics.  In either case, future qualitative inquiries 
should ask more explicit questions targeting these themes.  Researchers 
conducting observations might also learn more about these issues. 
Several remaining research venues are evident from Chapter 4.  The 
SCOT is envisioned as a training tool rather than a research instrument, although 
research led to the SCOT’s development.  Research could also further validate 
the tool to render it usable for training.  Cognitive interviewing with nursing home 
stakeholders could lead to a more “staff-friendly” SCOT, i.e., by engaging 
stakeholders in thinking aloud as they use the tool to inform researchers on tool 
components needing linguistic clarification, usage simplification, improved 
formatting, and understandable instructions.  Research efforts could also design 
a debriefing guide.  Such a guide would facilitate discussions amongst nursing 
home staff teams about lessons learned from using the SCOT.  Through 
debriefing, staff could teach one another and problem-solve together about the 
varying circumstances that help or hinder the offering and enabling of resident 
choice. 
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Chapter 4 also furnishes a valuable lesson for researchers.  Developing a 
formative assessment tool using inductive methods (i.e., ethnographic 
observation) holds great promise for future tool development.  We found a 
particularly salient advantage to this approach; it led to deeper and richer content 
in the SCOT than might have been possible with a top-down approach to its 
development. 
 In sum, our three studies tackle a seemingly simple yet, in fact, highly 
complex goal: nursing home staff optimally realizing resident choice in daily life.  
The studies take a step toward addressing the research and practice needs of 
this nascent field.  Our work offers a unique, in-depth inquiry of the conceptual 
and practical challenges to achieving the resident choice process of care and 
offers a number of conceptual and practical solutions.  Nursing home residents’ 
quality of care and quality of life could benefit from our findings and future efforts 
based upon them. 
  
	
	
	
APPENDIX A: The REAlizing Resident Choice (REACH) Model 
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APPENDIX B: Staff Interview Guide 
 
• How have the changes that have taken place to make the CLC more 
“homelike” affected your ability to do your work?  
o What has hindered your work? What has facilitated your work? 
o How have staff work areas changed in the past year? What impact 
have the changes had on what you do every day?  
o IF FACILITY HAS A LIVE-IN PET: What do you think about the 
dog/cat living in the CLC? What has changed since the dog/cat 
came to live there?  
o How have these changes affected the residents’ lives?  What kind 
of difference do they make in residents’ quality of life? 
• How are important decisions made here? To what extent do all staff have 
a say when important decisions are made? Who has a say in any change 
processes?  
o What is the leadership structure of the household?  
• How does the unit solve problems or decide how/when to implement new 
practices? Committees? Meetings? Unit manager decides? Other?  
o What methods do staff use to communicate with each other? Shift 
report, stand-up meetings, other meetings?  
o What kind of staff meetings occur here? We’re interested in both 
formal and informal meetings. Probe: How regular are these 
meetings? How much do you feel your voice is heard during these 
meetings?  
o How does it feel to be a member of the interdisciplinary clinical 
support team? To what extent do you feel your voice is heard 
during those meetings?  
• How well do you think residents’ wishes are “heard” at this CLC?  That is, 
how much input do residents have about their daily living decisions? 
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o Think back on a recent time when you were NOT able to offer a 
resident a choice about his/her daily living (e.g., socializing, 
activities/entertainment, meals, moving around the facility, sleeping, 
medical or personal care, etc.)   
Ø Is it usually hard to find ways to offer residents choice?  
• IS USUALLY HARD:  What makes it hard to offer 
residents choice? 
• IS NOT USUALLY HARD:  What helps you to offer 
residents choice? 
o How is resident input solicited at this CLC? How are residents 
encouraged to make their own daily living decisions? Please give 
specific examples.  
o What are the barriers to your asking for residents’ input about daily 
living?  
o What conversations do you have with residents every day? Please 
give examples and be specific.  
o What procedures do you use to implement resident ideas and 
wishes into CLC life?  
• Overall, how would you rate the quality of activities for residents here?  
What could be done to improve quality of formal and informal activities? 
o How are resident activities planned here? What opportunities exist 
for conducting spontaneous activities at resident request? Who 
feels comfortable conducting activities with residents?  
o How do you react when a resident makes a request for an activity 
that would require you to change your schedule?  
• What type of training (informal or formal) have you had that has 
specifically been designed to help you do any of the following [interviewer 
should check all that apply]:  
o How to mentor in a positive way (for example, guiding and coaching 
rather than blaming or punishing staff for errors) 
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o Training that emphasizes making the leadership structure less 
hierarchical (for example, training to promote more open 
communication)  
o CNA development and career growth (for example, providing 
coaches/mentors/guides to advise and provide feedback and on the 
job learning)  
o Training staff to work in teams and be active members of teams  
o Other? 
• How are decisions made when resident desires conflict with medical or 
safety rules and regulations? (e.g., a person with diabetes wants to eat a 
cookie OR a person who is a fall risk wants to go to the bathroom by 
him/herself) 
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APPENDIX C: Staff Sample Characteristics 
  
Job Type CLC #1 (n=15) CLC #2 (n=11) 
Senior Leaders 
 
(Includes Medical Center Directors, 
CLC Director and Associate Chief 
Nurse, and/or Service Line Chiefs) 
4 2 
Nursing 
 
(Includes Unit Managers, 
Registered Nurses, Licensed 
Practical Nurses, and/or Nursing 
Assistants) 
4 2 
Clinicians 
 
(Includes all Non-Nursing Clinical 
Providers, e.g., Allied Health 
Professionals, Recreational 
Therapists, Social Workers, 
Dieticians, and/or Pharmacists) 
6 6 
Other 
 
(Includes all other job types not 
listed in the prior 3 categories, e.g., 
Administrative Staff and/or 
Housekeeping Staff) 
1 1 
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APPENDIX D: Qualitative Themes - Tensions 
 
TENSIONS 
 
Intra-Personally-situated 
 
Resident Personal Characteristics 
Resident Basic Needs 
Resident Medical & Safety Needs 
Staff Mental Models  
- Differing Views on the CLC’s 
Mission 
- A Spectrum of Views on Resident 
Choice 
       ---Being Resistant 
       ---Seeking Balance 
       ---Being Creative 
       ---Feeling Uncertain 
Staff Personal & Professional Needs 
Staff Work Demands 
 
Inter-Personally-situated 
 
Staff-Resident Power Dynamics 
 
Organizationally-situated 
 
Organizational Routines 
Organizational Policies 
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APPENDIX E: Qualitative Themes – Resolutions 
 
 
 
RESOLUTIONS 
Preventive Practices 
Staff & Resident Education 
Staff Reinforcement 
Staff Deliberation 
Stakeholder Collaboration 
Supportive Leadership 
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APPENDIX F: The Supporting Choice Observational Tool (SCOT) 
                    A B C               D E F G H I 
Choice Situation Staff Offers A Choice? 
Resident 
Accepts Offering 
of Choice? 
Staff Enables The Choice Or Request? 
Area of Daily Life Type of Choice   Type of Communication  
YES, Staff Offers 
A Choice 
NO, Staff Does 
Not Offer A 
Choice 
Type of Response 
Type of 
Communicat
ion / Actions 
YES, Staff 
Enables The 
Choice Or 
Request 
NO, Staff Does 
Not Enable The 
Choice Or 
Request 
Choose one: Choose one: Choose all that 
apply: 
Choose one 
from each list: 
Choose one: Choose one: Choose 
one: 
Choose one: Choose one: 
BS=Bath/Shower                                          
CC=Connections/ 
Contacts (to those 
outside the facility)                    
GDT=Groom/Dress/ 
Toilet                        
HC=Health Care 
(nursing, medical, 
therapies)                                  
MAP=Moving Around 
Facility/ Positioning                                                               
MSD=Meals/Snacks/ 
Drinks             
RAE=Recreational 
Activities/ 
Entertainment                                  
SH=Sleeping Habits                                            
TNL=Temperature/ 
Noise/Light                                     
1=With whom
2=What                
3=When              
4=Where                
5=How                             
6=How much                               
7=How long                      
8=How often               
9=Whether or 
not              
10=Which 
1=Uses a declarative 
statement                                                                                                    
2=Uses a command                                                                                                       
3=Uses a question                                                                                
--a=A "tag" question                                                                      
--b=A Yes/No 
question                                                   
--c=An "and/or" 
question that asks for 
2 or more options                                                
--d=An open-ended 
question                                                                     
4=Uses nonverbal 
communication only                                                                                                          
5=Not applicable                                                                                                                                         
1=Asks once, 
acts after
2=Asks 
repeatedly, acts 
after
3=Asks while 
already acting
4=Other  
5=Not applicable                                                                                                                                                                                          
Creates 
possibility for 
choice?
i=Yes                                                          
ii=No                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
1=Asks first, 
but acts before
getting a
response                              
2=Acts first,
asks after                                                    
3=Acts without 
ever asking      
4=Other  
5=Not 
applicable 
1=Resident 
accepts offering of 
choice
2=Resident
rejects offering of 
choice                      
3=Resident does 
not respond to 
offering of choice                                          
4=Resident 
makes his/her 
own request 
without staff 
offering a choice
1=Uses 
words only                                         
2=Uses 
actions only                                                           
3=Uses both 
words and 
actions                                       
4=Maintains 
status quo
5=Not 
applicable  
1=Acts 
independently                     
2=Coordinates 
with another 
staff member                                          
3= Facilitates 
resident's own 
actions                                                            
--a=by assisting                                       
--b=by not 
getting involved  
4=Other  
5=Not 
applicable
1=Explains why 
the choice or
request is not 
enabled                        
--a=Initiates the
explanation                                  
--b=Explains in 
response to 
resident inquiring                                           
2=Says the 
choice or request 
will not be 
enabled, but does 
not explain why 
not                                                                                                       
3=Does not 
comment on the 
lack of enabling 
the choice or 
request                                      
4=Other  
5=Not applicable                                                                                                                                                                                                                       
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APPENDIX G: Panelists’ Characteristics	(N=10)	
 
 
  Nursing Home-Related Professional Experience N ---Dietician 1 
---Foundation Director 1 
---Nursing Assistant 2 
---LPN 1 
---Recreational Therapist 1 
---Research Psychologist 2 
---Surveyor 1 
---Training Consultant 1 
  
VA status  
---VA 5 
---Non-VA 5 
  
SCOT Relevant Expertise*  
--- In Culture Change or Resident Choice 6 
--- In Staff Training 4 
--- In Nursing Home Observational Tool Development 3 
*Total	count	is	greater	than	10	due	to	overlapping	areas	of	expertise	that	
panelists	possessed.	
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APPENDIX Ha: The Supporting Choice Observational Tool (SCOT)’s Algorithm 
  
LEGEND:
"Area	of	Daily	Life"	corresponds	with	SCOT	Column	A
"Type	of	Choice"	corresponds	with	SCOT	Column	B
3a	and	4a	correspond	with	SCOT	Column	H
1a	corresponds	with	SCOT	Column	D	&	E
2a	corresponds	with	SCOT	Column	F
5a	and	6a	correspond	with	SCOT	Column	I
Area	of	Daily	Life	(e.g.,	meals/snacks/drinks)
Type	of	Choice	(e.g.,wtih	
whom,what,	when,	where)	
1a
Staff	Offers A	
Choice?
Describe	
"how"
and Go	To	2b
in	Appendix	
3b
2a
Resident	
Accepts	
Offering	of	
3a	
Staff	Enables	the
Choice?
5a
Staff	Provides
Explanation?
Describe	
"how"
Describe	
"how"
Describe	
"how"
4a
Staff	Enables	the
Choice?
Describe	
"how"
Describe	
"how"
STOP
6a
Staff	Provides
Explanation?
Describe	
"how"
YES
YES
YES
YES
YES
YES
NO
NO
NO
NO
NO
NO
NO
RESPONSE
CHOICE	SITUATION
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APPENDIX Hb: The Supporting Choice Observational Tool  
(SCOT)’s Algorithm (continued)
LEGEND:
1b	corresponds	with	SCOT	Column	D	&	E
2b	corresponds	with	SCOT	Column	F
3b	corresponds	with	SCOT	Column	H
4b	corresponds	with	SCOT	Column	I
"Area	of	Daily	Life"	corresponds	with	SCOT	Column	A
"Type	of	Choice"	corresponds	with	SCOT	Column	B
3b
Staff	Enables	the
Choice?
Describe	
"how"
Describe	
"how"
4b
Staff	Provides
Explanation?
Describe	
"how"
YES
YES
NO
NO
2b
Resident	Makes	
Request?
STOP
YES NO
Area	of	Daily	Life	(e.g.,	meals/snacks/drinks)
Type	of	Choice	(e.g.,wtih	
whom,what,	when,	where)	
1b
Staff	Offers A	
Choice?
NO
CHOICE	SITUATION
 
	
126	
BIBLIOGRAPHY 
 
Alessi, C. A., & Henderson, C. T. (1988). Constipation and fecal impaction in the 
long-term care patient. Clinics in Geriatric Medicine, 4(3), 571–588.  
 
Andersen, P. O., Jensen, M. K., Lippert, A., Ostergaard, D., & Klausen, T. W. 
(2010). Development of a formative assessment tool for measurement of 
performance in multi-professional resuscitation teams. Resuscitation, 
81(6), 703–711.  
 
Atwood, S. M., Holm, M. B., & James, A. (1994). Activities of daily living 
capabilities and values of long-term-care facility residents. American 
Journal of Occupational Therapy, 48(8), 710–716.  
 
Banaszak-Holl, J., Castle, N. G., Lin, M., & Spreitzer, G. (2013). An assessment 
of cultural values and resident-centered culture change in U.S. nursing 
facilities. Health Care Management Review, 38(4), 295–305.  
 
Bartlett, G., Blais, R., Tamblyn, R., Clermont, R. J., & MacGibbon, B. (2008). 
Impact of patient communication problems on the risk of preventable 
adverse events in acute care settings. Canadian Medical Association 
Journal, 178(12), 1555–1562.  
 
Blair, C. E. (1995). Combining behavior management and mutual goal setting to 
reduce physical dependency in nursing home residents. Nursing 
Research, 44(3), 160–165.  
 
Blair, C. E. (1999). Effect of self-care ADLs on self-esteem of intact nursing home 
residents. Issues in Mental Health Nursing, 20(6), 559–570.  
 
Bland, R. (1999). Independence, privacy and risk: Two contrasting approaches to 
residential care for older people. Ageing & Society, 19, 539–560.  
 
Brandeis, G. H., Ooi, W. L., Hossain, M., Morris, J. N., & Lipsitz, L. A. (1994). A 
longitudinal study of risk factors associated with the formation of pressure 
ulcers in nursing homes. Journal of the American Geriatrics Society, 42(4), 
388–393.  
 
Bronfenbrenner, U. (1979). The ecology of human development: Experiments by 
nature and Design. Cambridge, MA: Harvard University Press. 
 
Brownie, S., & Nancarrow, S. (2013). Effects of person-centered care on 
residents and staff in aged-care facilities: A systematic review. Journal of 
Clinical Interventions in Aging, 8, 1–10.  
 
	
127	
Brush, J., Schoeneman, K., & Calkins, M. (2015).  Facing risk: Care planning for 
resident choice and self-determination.  Pioneer Network 15th National 
Conference, Chicago, IL. 
 
Callopy, B. (1988). Autonomy in long term care: Some crucial distinctions.  
Gerontologist, 28S, 10–17.  
 
Centers for Medicare and Medicaid. (2015a, February).  Nursing home value-
based purchasing demonstration.  Retrieved from 
http://innovation.cms.gov/initiatives/Nursing-Home-Value-Based-
Purchasing/ 
 
Centers for Medicare and Medicaid Services. (2015b, August). MDS-3-0-Item-
subsets-V1-13-1-for-the-October-1-2015-Release-.zip. Retrieved from 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
instruments/NursingHomeQualityInits/NHQIMDS30TechnicalInformation.h
tml 
 
Charmaz, K. (2006). Constructing grounded theory: A practical guide through  
qualitative analysis. Thousand Oaks, CA: Sage Publications, Inc. 
 
Colorado Foundation for Medical Care. (2006). Measuring culture change: 
Literature review. Englewood, CO: Author. 
 
Chang, B.L. (1978a). Perceived situational control of daily activities: A new tool. 
Research in Nursing and Health, 1(4), 181–188.  
 
Chang, B. L. (1978b). Generalized expectancy, situational perception, and 
morale among institutionalized aged. Nursing Research, 27(5), 316–324.  
 
Cohen-Mansfield, J., Werner, P., Weinfield, M., Braun, J., Kraft, G., Gerber, B., & 
Willens, S. (1995). Autonomy for nursing home residents: The role of 
regulations. Behavioral Sciences & the Law, 13(3), 415–423.  
 
Cooper-Patrick, L., Gallo, J. J., Gonzales, J. J., Vu, H. T., Powe, N. R., Nelson, 
C., & Ford, D. E. (1999). Race, gender, and partnership in the patient-
physician relationship. JAMA: The Journal of the American Medical 
Association, 282(6), 583–589.  
 
Cox, C. L., Kaeser, L., Montgomery, A. C., & Marion, L. H. (1991). Quality of life 
nursing care: An experimental trial in long-term care. Journal of 
Gerontological Nursing, 17(4), 6–11.  
 
 
	
128	
Crandall, L., & Harvath, T. (2012).  Safety vs. autonomy in elders: What if 
Maslow was wrong? Pioneer Network 12th National Conference, 
Jacksonville, FL. 
 
Daly, J. J., Nethery, J., McCabe, J. P., Brenner, I., Rogers, J., Gansen, J., Butler, 
K., Burdsall, R., Roenigk, K., & Holcomb, J. (2009). Development and 
testing of the Gait Assessment and Intervention Tool (G.A.I.T.): A 
measure of coordinated gait components. Journal of Neuroscience 
Methods, 178(2), 334–339.  
 
Davies, S., Ellis, L., & Laker, S. (2000). Promoting autonomy and independence 
for older people within nursing practice: An observational study. Journal of 
Clinical Nursing, 9(1), 127–136.  
 
Davies, S., Laker, S., & Ellis, L. (1997). Promoting autonomy and independence 
for elder people within nursing practice: A literature review. Journal of 
Advanced Nursing, 26(2), 408–417.  
 
Deci, E., & Ryan, R. (Eds.). (1990). A motivational approach to self: Integration in 
personality. Lincoln, NE: University of Nebraska Press. 
 
DeCuir-Gunby, J. T., Marshall, P. L., & McCulloch, A. W. (2011). Developing and 
using a codebook for the analysis of interview data: An example from a 
professional development research project. Field Methods, 23(2), 136–
155.  
 
Department of Veterans Affairs. (2008, August 13).  Veterans Health 
Administration Handbook 1142.01: Criteria and Standards for VA 
Community Living Centers (CLCs).  Retrieved from 
http://www1.va.gov/vhapublications/ViewPublication.asp?pub_ID=1736 
 
DiVall, M. V., Alston, G. L., Bird, E., Buring, S. M., Kelley, K. A., Murphy, N. L., 
Schlesselman, L.S., Stowe, C.D., & Szilagyi, J. E. (2014). A faculty toolkit 
for formative assessment in pharmacy education. American Journal of 
Pharmaceutical Education, 78(9), 160.  
 
Donabedian, A. (1966). Evaluating the quality of medical care.  Milbank Memorial 
Fund Quarterly, 44, 166–206. 
 
Donohoe, H. M., & Needham, R. D. (2009). Moving best practice forward: Delphi 
characteristics, advantages, potential problems, and solutions. 
International Journal of Tourism Research, 11(5), 415–437. 
 
 
	
129	
Duncan-Myers, A. M., & Huebner, R. A. (2000). Relationship between choice and 
quality of life among residents in long-term-care facilities. American 
Journal of Occupational Therapy, 54(5), 504–508.  
 
Durec, T., & Curtis, S.  Literature searching for systematic reviews.  Retrieved 
from 
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ve
d=0CB0QFjAA&url=http%3A%2F%2Fwww.columbia.edu%2F~mvp19%2F
RMC%2FM2%2FFiles%2FLitSearch.doc&ei=JrznU42mHIKayAT4h4HoDg
&usg=AFQjCNF3K_KqM9VqT4P05OeYReFCSfJIjw&sig2=Mhvf18R6AdrA
_HrUQAr4GQ&bvm=bv.72676100,d.b2U 
 
Earp, J. A., & Ennett, S. T. (1991). Conceptual models for health education 
research and practice. Health Education Research, 6(2), 163–171.  
 
Elwyn, G., Bekkers, M. J., Tapp, L., Edwards, A., Newcombe, R., Eriksson, T., 
Braspenning, J., Kuch, C., Adzic, Z.O., Ayankogbe, O., Cvetko, T., In ‘t 
Veld, K., Karotsis, A., Kersnik, J., Lefebvre, L., Mecini, I., Petricek, G., 
Pisco, L., Thesen, J. Turon, J.M., Van Rossen, E., & Grol, R. (2010). 
Facilitating organisational development using a group-based formative 
assessment and benchmarking method: Design and implementation of the 
International Family Practice Maturity Matrix. Quality & Safety in Health 
Care, 19(6), e48.  
 
Epstein, R. M. (2007). Assessment in medical education. New England Journal 
of Medicine, 356(4), 387–396.  
 
Evers, H. K. (1981). Multidisciplinary teams in geriatric wards: Myth or reality? 
Journal of Advanced Nursing, 6(3), 205–214.  
 
Fernandez, A., Schillinger, D., Warton, E. M., Adler, N., Moffet, H. H., Schenker, 
Y., Salgado, M.V., Ahmed, A., & Karter, A. J. (2011). Language barriers, 
physician-patient language concordance, and glycemic control among 
insured Latinos with diabetes: The Diabetes Study of Northern California 
(DISTANCE). Journal of General Internal Medicine, 26(2), 170–176.  
 
Fetherstonhaugh, D., Tarzia, L., Bauer, M., Nay, R., & Beattie, E. (2014). "The 
Red Dress or the Blue?": How do staff perceive that they support decision 
making for people with dementia living in residential aged care facilities? 
Journal of Applied Gerontology. Epub ahead of print. doi: 
10.1177/0733464814531089 
 
 
	
130	
Finlay, W. M. L., Walton, C., & Antaki, C. (2008). Promoting choice and control in 
residential services for people with learning disabilities. Disability & 
Society, 23(4), 349–360.  
 
Fitch, K., Bernstein, S.J., Aguilar, M.D., Burnand, B., LaCalle, J.R., Lazaro, P., 
van het Loo, M. McDonnell, J., Vader, J., & Kahan, J.P. (2001).  The 
RAND/UCLA Appropriateness Method User's Manual. Santa Monica, CA: 
RAND Corporation, 2001.  Retrieved from 
http://www.rand.org/pubs/monograph_reports/MR1269. 
 
Flesner, M. K. (2009). Person-centered care and organizational culture in long-
term care. Journal of Nursing Care Quality, 24(4), 273–276.  
 
Foley, G., & Timonen, V. (2015). Using grounded theory method to capture and 
analyze health care experiences. Health Services Research, 50(4), 1195–
1210. 
 
Freeman, T. (2002). Using performance indicators to improve health care quality 
in the public sector: A review of the literature. Health Services 
Management Research, 15(2), 126–137.  
 
Gjerberg, E., Hem, M. H., Forde, R., & Pedersen, R. (2013). How to avoid and 
prevent coercion in nursing homes: A qualitative study. Nursing Ethics, 
20(6), 632–644.  
 
Glickman, S. W., Baggett, K. A., Krubert, C. G., Peterson, E. D., & Schulman, K. 
A. (2007). Promoting quality: The health-care organization from a 
management perspective. International Journal for Quality in Health Care, 
19(6), 341–348.  
 
Grabowski, D. C., O'Malley, A. J., Afendulis, C. C., Caudry, D. J., Elliot, A., & 
Zimmerman, S. (2014). Culture change and nursing home quality of care. 
Gerontologist, 54 Suppl 1, S35–45.  
 
Handfield-Jones, R. S., Mann, K. V., Challis, M. E., Hobma, S. O., Klass, D. J., 
McManus, I. C., Paget, N.S., Parboosingh, I.J., Wade, W.B., & Wilkinson, 
T. J. (2002).  Linking assessment to learning: A new route to quality 
assurance in medical practice. Medical Education, 36(10), 949–958.  
 
Hartmann, C. W., Snow, A. L., Allen, R. S., Parmelee, P. A., Palmer, J. A., & 
Berlowitz, D. (2013). A conceptual model for culture change evaluation in 
nursing homes. Geriatric Nursing, 34(5), 388–394.  
 
 
	
131	
Helitzer, D. L., Sussman, A. L., Hoffman, R. M., Getrich, C. M., Warner, T. D., & 
Rhyne, R. L. (2014). Along the way to developing a theory of the program: 
A re-examination of the conceptual framework as an organizing strategy. 
Evaluation and Program Planning, 45, 157–163.  
 
Hess, B. J., Johnston, M. M., Iobst, W. F., & Lipner, R. S. (2013). Practice-based 
learning can improve osteoporosis care. Journal of the American 
Geriatrics Society, 61(10), 1651–1660.  
 
Hettema, J. E., Ratanawongsa, N., Manuel, J. K., Ciccarone, D., Coffa, D., Jain, 
S., & Lum, P. J. (2012).  A SBIRT curriculum for medical residents: 
Development of a performance feedback tool to build learner confidence. 
Substance Abuse, 33(3), 241–250. 
 
Hunter, S., Anderson, J., Hanson, D., Thompson, P., Langemo, D., & Klug, M. G. 
(2003). Clinical trial of a prevention and treatment protocol for skin 
breakdown in two nursing homes. Journal of Wound Ostomy & 
Continence Nursing, 30(5), 250–258.  
 
Institute of Medicine (IOM).  (2001).  Crossing the quality chasm: A new health 
system for the 21st Century. Washington, D.C: National Academy Press. 
 
Jakobsen, R., & Sorlie, V. (2010). Dignity of older people in a nursing home: 
Narratives of care providers. Nursing Ethics, 17(3), 289–300.  
 
Jang, G. (1992). Autonomy of institutionalized elderly: Resident and staff 
perceptions. Canadian Journal of Aging, 11(3), 249–261.  
 
Kane, R. A., Caplan, A. L., UrvWong, E. K., Freeman, I. C., Aroskar, M. A., & 
Finch, M. (1997). Everyday matters in the lives of nursing home residents: 
Wish for and perception of choice and control. Journal of the American 
Geriatrics Society, 45(9), 1086–1093.  
 
Kane, R. A., Kling, K. C., Bershadsky, B., Kane, R. L., Giles, K., Degenholtz, H. 
B., Liu, J., & Cutler, L. J. (2003). Quality of life measures for nursing home 
residents. Journals of Gerontology, Series A: Biological Sciences & 
Medical Sciences, 58(3), 240–248.  
 
Kane, R.A., Kane, R.L., Bershadsky, B., Cutler, L.J., & Giles, K. (2004, June). 
Measures, indicators, and improvement of quality of life in nursing homes: 
Final report, Volume 1.  Retrieved from 
http://www.hpm.umn.edu/ltcResourceCenter/research/QOL/Final_Report_
to_CMS_Volume_1.pdf  
 
 
	
132	
Kasser, V., & Ryan, R. (1999). The relation of psychologial needs for autonomy 
and relatedness to vitality, well-being, and mortality in a nursing home. 
Journal of Applied Social Psychology, 29(5), 935–954.  
 
Kastner, M., Tricco, A. C., Soobiah, C., Lillie, E., Perrier, L., Horsley, T., Welch, 
V., Cogo, E., Antony, J., & Straus, S. E. (2012). What is the most 
appropriate knowledge synthesis method to conduct a review?  Protocol 
for a scoping review. BMC Medical Research Methodology, 12, 114.  
 
Kayser-Jones, J., Schell, E., Lyons, W., Kris, A. E., Chan, J., & Beard, R. L. 
(2003). Factors that influence end-of-life care in nursing homes: The 
physical environment, inadequate staffing, and lack of supervision. 
Gerontologist, 43 Spec No. 2, 76–84.  
 
Koch, T., Webb, C., & Williams, A. M. (1995). Listening to the voices of older 
patients: An existential-phenomenological approach to quality assurance. 
Journal of Clinical Nursing, 4(3), 185–193.  
 
Kogan, J. R., Holmboe, E. S., & Hauer, K. E. (2009). Tools for direct observation 
and assessment of clinical skills of medical trainees: A systematic review. 
JAMA: The Journal of the American Medical Association, 302(12), 1316–
1326. 
 
Krichbaum, K., Kaas, M. J., Wyman, J. F., & Van Son, C. R. (2015).  Facilitated 
Learning to Advance Geriatrics: Increasing the capacity of nurse faculty to 
teach students about caring for older adults. Gerontologist, 55 Suppl 1, 
S154–164.  
 
Landeta, J. (2006). Current validity of the Delphi method in social sciences. 
Technological Forecasting and Social Change, 73(5), 467–482. 
 
Langer, E. J., & Rodin, J. (1976). The effects of choice and enhanced personal 
responsibility for the aged: A field experiment in an institutional setting. 
Journal of Personality and Social Psychology, 34(2), 191–198.  
 
LaVeist, T. A., Nickerson, K. J., & Bowie, J. V. (2000). Attitudes about racism, 
medical mistrust, and satisfaction with care among African American and 
white cardiac patients. Medical Care Research and Review, 57 Suppl 1, 
146–161.  
 
Lemke, S., & Moos, R. H. (1986). Quality of residential settings for elderly adults. 
Journal of Gerontology, 41(2), 268–276.  
 
 
	
133	
Luff, R., Ellmers, T., Eyers, I., Young, E., & Arber, S. (2011). Time spent in bed at 
night by care-home residents: Choice or compromise? Ageing & Society, 
31, 1229–1250.  
 
Malat, J. (2001). Social distance and patients' rating of healthcare providers. 
Journal of Health and Social Behavior, 42(4), 360–372.  
 
Mattiasson, A. C., & Andersson, L. (1995). Nursing home staff attitudes to ethical 
conflicts with respect to patient autonomy and paternalism. Nursing Ethics, 
2(2), 115–130.  
 
Maxwell, J. A. (2013). Qualitative research design: An interactive approach (Third 
ed.). Thousand Oaks, CA: Sage Publications, Inc. 
 
McCann, R. M., Hall, W. J., & Groth-Juncker, A. (1994). Comfort care for 
terminally ill patients: The appropriate use of nutrition and hydration. 
Journal of the American Medical Association, 272(16), 1263–1266.  
 
Miller, S. C., Lepore, M., Lima, J. C., Shield, R., & Tyler, D. A. (2014). Does the 
introduction of nursing home culture change practices improve quality? 
Journal of the American Geriatrics Society, 62(9), 1675–1682.  
 
Mullins, L. C., & Hartley, T. M. (2002). Residents' autonomy: Nursing home 
personnel's perceptions. Journal of Gerontological Nursing, 28(2), 35–44.  
 
Mullins, L. C., Moody, L., Colquitt, R. L., Mattiasson, A. C., & Andersson, L. 
(1998). An examination of nursing home personnel's perceptions of 
residents' autonomy. Journal of Applied Gerontology, 17(4), 442–461.  
 
Munthe, C., Sandman, L., & Cutas, D. (2012). Person centred care and shared 
decision making: Implications for ethics, public health and research. 
Health Care Analysis, 20(3), 231–249.  
 
Murphy, K. (2007). Nurses' perceptions of quality and the factors that affect 
quality care for older people living in long-term care settings in Ireland. 
Journal of Clinical Nursing, 16(5), 873–884.  
 
Murphy, K., & Welford, C. (2012). Agenda for the future: Enhancing autonomy for 
older people in residential care. International Journal of Older People 
Nursing, 7(1), 75–80.  
 
National Research Council. (1986).  Improving the Quality of Care in Nursing 
Homes. Washington, DC: The National Academies Press. 
 
 
	
134	
Nick, S. (1992). Long-term care: Choices for geriatric residents. Journal of 
Gerontological Nursing, 18(7), 11–18.  
 
Niedert, K. C. (2005). Position of the American Dietetic Association: 
Liberalization of the diet prescription improves quality of life for older 
adults in long-term care. Journal of the American Dietetic Association, 
105(12), 1955–1965.  
 
Nolan, M., Grant, G., & Nolan, J. (1995). Busy doing nothing: Activity and 
interaction levels amongst differing populations of elderly patients. Journal 
of Advanced Nursing, 22(3), 528–538.  
 
O'Connor, B. P., & Vallerand, R. J. (1994). Motivation, self-determination, and 
person-environment fit as predictors of psychological adjustment among 
nursing home residents. Psychology and Aging, 9(2), 189–194.  
 
Office of the Federal Register. (2015, July 16). Reform of Requirements for Long-
Term Care Facilities: A Proposed Rule by the Centers for Medicare & 
Medicaid Services.  Retrieved from 
https://www.federalregister.gov/articles/2015/07/16/2015-17207/medicare-
and-medicaid-programs-reform-of-requirements-for-long-term-care-
facilities 
 
Palacios-Cena, D., Losa-Iglesias, M. E., Cachon-Perez, J. M., Gomez-Perez, D., 
Gomez-Calero, C., & Fernandez-de-las-Penas, C. (2013). Is the mealtime 
experience in nursing homes understood? A qualitative study. Geriatrics & 
Gerontology International, 13(2), 482–489.  
 
Palmer, J.A., Meterko, M., Zhao, S., Berlowitz, D., Mobley, E., & Hartmann, C.W. 
(2013).  Research in Gerontological Nursing, 6(3), 152–60. 
Persson, T., & Wasterfors, D. (2009). "Such Trivial Matters:" How staff account 
for restrictions of residents' influence in nursing homes. Journal of Aging 
Studies, 23(1), 1–11.  
 
Pfeiffer, N. A., Rogers, D. A., Roseman, M. R., Jarema, L. C., Reimann, A., & 
Combs-Jones, D. (2005). What's new in long-term care dining? North 
Carolina Medical Journal, 66(4), 287–291.  
 
Pohl, J. M., & Fuller, S. S. (1980). Perceived choice, social interaction, and 
dimensions of moral of residents in a home for the aged. Research in 
Nursing & Health, 3(4), 147–157. 
  
 
 
	
135	
Powell, A. A., Bloomfield, H. E., Burgess, D. J., Wilt, T. J., & Partin, M. R. (2013). 
A conceptual framework for understanding and reducing overuse by 
primary care providers. Medical Care Research and Review, 70(5), 451–
472. 
 
Quill, T. E., & Brody, H. (1996). Physician recommendations and patient 
autonomy: Finding a balance between physician power and patient 
choice. Annals of Internal Medicine, 125(9), 763–769.  
 
Rader, J., Barrick, A. L., Hoeffer, B., Sloane, P. D., McKenzie, D., Talerico, K. A., 
& Glover, J. U. (2006). The bathing of older adults with dementia. 
American Journal of Nursing, 106(4), 40–48. 
 
Rahman, A. N., & Schnelle, J. F. (2008). The nursing home culture-change 
movement: Recent past, present, and future directions for research. 
Gerontologist, 48(2), 142–148.  
 
Reed, P. S., Zimmerman, S., Sloane, P. D., Williams, C. S., & Boustani, M. 
(2005). Characteristics associated with low food and fluid intake in long-
term care residents with dementia. Gerontologist, 45 Spec No 1(1), 74–80.  
 
Robinson, S. B., & Rosher, R. B. (2006). Tangling with the barriers to culture 
change: Creating a resident-centered nursing home environment. Journal 
of Gerontological Nursing, 32(10), 19–25.  
 
Rodgers, V., & Neville, S. (2007). Personal autonomy for older people living in 
residential care: An overview. Nursing Praxis in New Zealand, 23(1), 29–
36.  
 
Rodgers, V., Welford, C., Murphy, K., & Frauenlob, T. (2012). Enhancing 
autonomy for older people in residential care: What factors affect it? 
International Journal of Older People Nursing, 7(1), 70–74.  
 
Ryden, M. B. (1984). Morale and perceived control in institutionalized elderly. 
Nursing Research, 33(3), 130–136.  
 
Saliba D., & Buchanan J. (2008, April).  Development and validation of a revised 
nursing home assessment tool: MDS 3.0.  Retrieved from 
http://www.cms.hhs.gov/NursingHomeQualityInits/downloads/MDS30Final
Report.pdf  
 
Scalzi, C. C., Evans, L. K., Barstow, A., & Hostvedt, K. (2006). Barriers and 
enablers to changing organizational culture in nursing homes. Nursing 
Administration Quarterly, 30(4), 368–372.  
 
	
136	
Schein, E. H. (1991). What is culture?  In P.J. Frost, L.F. Moore, M.R. Louis, C.C. 
Lundberg, & J. Martin (Eds.), Reframing organizational culture (pp.243–
254). Newbury Park: Sage Publications, Inc. 
 
Schnelle, J. F., Bertrand, R., Hurd, D., White, A., Squires, D., Feuerberg, M., 
Hickey, K., & Simmons, S. F. (2009). Resident choice and the survey 
process: The need for standardized observation and transparency. 
Gerontologist, 49(4), 517–524.  
 
Schnelle, J. F., & Leung, F. W. (2004). Urinary and fecal incontinence in nursing 
homes. Gastroenterology, 126(1 Suppl 1), S41–47.  
 
Schnelle, J. F., Osterweil, D., & Simmons, S. F. (2005). Improving the quality of 
nursing home care and medical-record accuracy with direct observational 
technologies. Gerontologist, 45(5), 576–582.  
 
Schnelle, J. F., Rahman, A., Durkin, D. W., Beuscher, L., Choi, L., & Simmons, 
S. F. (2013).  A controlled trial of an intervention to increase resident 
choice in long term care. Journal of American Medical Directors 
Association, 14(5), 345–351.  
 
Schulz, R. (1976). Effects of control and predictability on the physical and 
psychological well-being of the institutionalized aged. Journal of 
Personality & Social Psychology, 33(5), 563–573.  
 
Secker, J., Hill, R., Villeneau, L., & Parkman, S. (2003). Promoting 
independence: But promoting what and how? Ageing and Society, 23, 
375–391.  
 
Shield, R. R., Looze, J., Tyler, D., Lepore, M., & Miller, S. C. (2014). Why and 
how do nursing homes implement culture change practices? Insights from 
qualitative interviews in a mixed methods study. Journal of Applied 
Gerontology, 33(6), 737–763.  
 
Shier, V., Khodyakov, D., Cohen, L. W., Zimmerman, S., & Saliba, D. (2014). 
What does the evidence really say about culture change in nursing 
homes? Gerontologist, 54 Suppl 1, S6–S16.  
 
Simmons, S. F., Rahman, A., Beuscher, L., Jani, V., Durkin, D. W., & Schnelle, J. 
F. (2011). Resident-directed long-term care: Staff provision of choice 
during morning care. Gerontologist, 51(6), 867–875.  
 
Sims-Gould, J., McKay, H. A., Feldman, F., Scott, V., & Robinovitch, S. N. 
(2014). Autonomy, choice, patient-centered care, and hip protectors: The 
 
	
137	
experience of residents and staff in long-term care. Journal of Applied 
Gerontology, 33(6), 690–709.  
 
Sloane, P. D., Hoeffer, B., Mitchell, C. M., McKenzie, D. A., Barrick, A. L., Rader, 
J., Stewart, B.J., Talerico, K.A., Rasin, J.H., Zink, R.C., & Koch, G. G. 
(2004). Effect of person-centered showering and the towel bath on 
bathing-associated aggression, agitation, and discomfort in nursing home 
residents with dementia: A randomized, controlled trial. Journal of the 
American Geriatrics Society, 52(11), 1795–1804.  
 
Smebye, K. L., Kirkevold, M., & Engedal, K. (2012). How do persons with 
dementia participate in decision making related to health and daily care? A 
multi-case study. BMC Health Services Research, 12, 241.  
 
Sterns, S., Miller, S. C., & Allen, S. (2010). The complexity of implementing 
culture change practices in nursing homes. Journal of the American 
Medical Directors Association, 11(7), 511–518.  
 
Sullivan, J. L., Shwartz, M., Burgess, J. F., Jr., Pekoz, E. A., Christiansen, C. L., 
Gerena-Melia, M., & Berlowitz, D. (2013). Person-centered care practices 
and quality in Department of Veterans Affairs nursing homes: Is there a 
relationship? Medical Care, 51(2), 165–171.  
 
Timko, C., & Moos, R. H. (1989). Choice, control, and adaptation among elderly 
residents of sheltered care settings. Journal of Applied Social Psychology, 
19(8, Pt 1), 636–655.  
 
Timko, C., & Moos, R. H. (1991). A typology of social climates in group 
residential facilities for older people. Journal of Gerontology, 46(3), S160–
S169.  
 
Tuckett, A. G. (2005). Residents' rights and nurses' ethics in the Australian 
nursing home. International Nursing Review, 52(3), 219–224.  
 
U.S. Department of Veterans Affairs, Health Services Research & Development 
Service.  Developing and implementing a toolkit for measuring CLC 
cultural transformation. Principal Investigator: Christine W. Hartmann.  
Grant IIR #11-349.  Funding Period: January 2014 – December 2016).  
Retrieved from: 
http://www.hsrd.research.va.gov/research/abstracts.cfm?Project_ID=2141
703435 
 
U.S. Department of Veterans Affairs. (2014, December 30). Veterans Health 
Administration Handbook 1170.04: Rehabilitation Continuum of Care.  
 
	
138	
Retrieved from 
http://www.va.gov/vhapublications/ViewPublication.asp?pub_ID=3066 
 
U.S. Department of Veterans Affairs. (2008, August 13).  Veterans Health 
Administration Handbook 1142.01: Criteria and Standards for VA 
Community Living Centers (CLCs).  Retrieved from 
http://www1.va.gov/vhapublications/ViewPublication.asp?pub_ID=1736 
 
Van Ryn, M., & Burke, J. (2000). The effect of patient race and socio-economic 
status on physicians' perceptions of patients. Social Science & Medicine, 
50(6), 813–828. 
 
Van Thiel, G. J., & van Delden, J. J. (2001). The principle of respect for 
autonomy in the care of nursing home residents. Nursing Ethics, 8(5), 
419–431.  
 
Wade, B. (1983). Different models of care for the elderly. Nursing Times, 79(21), 
33–36.  
 
Waters, K. R. (1994). Getting dressed in the early morning: Styles of staff/patient 
interaction on rehabilitation hospital wards for elderly people. Journal of 
Advanced Nursing, 19(2), 239–248.  
 
Welford, C., Murphy, K., Rodgers, V., & Frauenlob, T. (2012). Autonomy for older 
people in residential care: A selective literature review. International 
Journal of Older People Nursing, 7(1), 65–69.  
 
Welford, C., Murphy, K., Wallace, M., & Casey, D. (2010). A concept analysis of 
autonomy for older people in residential care. Journal of Clinical Nursing, 
19(9–10), 1226–1235.  
 
White-Chu, E. F., Graves, W. J., Godfrey, S. M., Bonner, A., & Sloane, P. (2009). 
Beyond the medical model: The culture change revolution in long-term 
care. Journal of the American Medical Directors Association, 10(6), 370–
378.  
 
White, H. K., Corazzini, K., Twersky, J., Buhr, G., McConnell, E., Weiner, M., & 
Colon-Emeric, C. S. (2012). Prioritizing culture change in nursing homes: 
Perspectives of residents, staff, and family members. Journal of the 
American Geriatrics Society, 60(3), 525–531.  
 
Whitler, J. M. (1996). Ethics of assisted autonomy in the nursing home: Types of 
assisting among long-term care nurses. Nursing Ethics, 3(3), 224–235. 
 
 
	
139	
Zimmerman, S., Shier, V., & Saliba, D. (2014). Transforming nursing home 
culture: Evidence for practice and policy. Gerontologist, 54 Suppl 1, S1–5.  
 
	
140	
CURRICULUM VITAE 
 
 
	
141	
 
	
142	
 
	
143	
 
	
144	
